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INTRODUCTION TO THE PORTFOLIO
The portfolio is a compilation of the academic, clinical and research work completed 
for the Doctorate in Psychology Course in Clinical Psychology (PsychD) for the 
University of Surrey.
Volume 1
This volume contains the academic dossier of the PsychD course portfolio -  
comprising of four essays; the research dossier -  comprising of a service-related 
project completed in the first year, a major research project completed in the third 
year and a research logbook showing progress of development in and use of research 
skills over the three years of the course; and a summary of the clinical dossier -  
comprising of brief overviews of clinical experience and summaries of submitted case 
reports:
Volume 2
This volume contains the full components of the clinical dossier, which includes 
placement contracts, supervisor evaluations and clinical logbooks from the six clinical 
placements; as well as five formal case reports of work conducted whilst on 
placement.
The aim of this portfolio is to highlight the diversity of experience and development 
of competence in academic, clinical and research skills during the three years of the 
PsychD course.
ACADEMIC DOSSIER
This section of the portfolio contains four essays, which 
critically examine a diversity of psychological issues 
concerning theoretical and practical aspects of clinical 
psychology.
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ADULT MENTAL HEALTH ESSAY
“Critically discuss two therapeutic interventions for 
major recurrent depressive episode.”
Year 1: January 2003
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Introduction
Major Recurrent Depression
The Diagnostic , and Statistical Manual of Mental Disorders (4^ edition) (DSM-IV; 
American Psychiatric Association, 1994) states that a major depressiye episode is “a 
period of at least two weeks during which there is either depressed mood or the loss of 
interest or pleasure in nearly all actiyities”. In addition to this, a clinically depressed 
indiyidual will haye at least four depressiye symptoms (not related to mania, 
substance abuse or other medical condition), which may include: change in appetite, 
weight, sleep or psychomotor actiyity; decrease in energy; feelings of worthlessness or 
guilt; difficulty thinking, concentrating or making decisions; and/or repeated thoughts 
of death/suicide. Symptoms are deemed clinically significant if they cause extreme 
distress and impairment in daily functioning.
A recurrent depressiye episode occurs when an indiyidual experiences two or more 
major episodes, with an interyal of at least 2 consecutiye months where they do not 
haye significant depressiye symptoms to meet the aforementioned criteria (DSM-IV; 
American Psychiatric Association, 1994). Up to 50% of indiyiduals who attend 
General Practitioners may haye depressiye symptoms, 5% of which will meet the 
criteria for a major depressiye episode (Anonymous -  Prodigy, NHS, 1998). 
Approximately half of the indiyiduals who experience a major depressiye episode can 
be expected to haye a recurrent episode and the chances of deyeloping further 
episodes increases with the amount preyiously experienced, i.e. 70% chance of haying 
a third episode after experiencing two, 90% chance after experiencing three (DSM-IV; 
American Psychiatric Association, 1994).
Psychotherapeutic Interyentions
There are a yariety of psychotherapeutic interyentions used to treat major depressiye 
episodes. The most widely researched and empirically supported being Beck’s 
Cognitiye Behayioural Therapy (CBT), which has been comprehensiyely studied since 
the late 1960s (Yates, 1992; Bradley, 1994; Beck & Weishaar, 1995). It is considered 
to be an effectiye, modestly cost-efficient and popular psychotherapeutic treatment, of 
present day, for major depression (Department of Health, 2001).
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Another well-established, time-limited psychotherapeutic interyention, shown to be 
effectiye in treating major depression, is Interpersonal Psychotherapy (IPT) (Bradley, 
1994), deyeloped in the 1970s by G.L. Klerman and colleagues (Klerman, Weissman, 
Rounsayille & Cheyron, 1984 -  cited in Schwartz & Schwartz, 1993). Although it has 
not been as widely researched as CBT, there haye been large-scale randomised 
clinical trials conducted by the National Institute of Mental Health (NIMH) suggesting 
that IPT is just as effectiye as CBT (Elkin, Shea, Watkins, Imber, Sotsky, Collins, 
Glass, Pilkonis, Leber, Docherty, Fiester & Parloff, 1989).
Both CBT and IPT haye been recommended as psychotherapeutic treatments of 
choice for acute major depressiye episodes (Department of Health, 2001). In this 
essay, the theory and practice of CBT and IPT vrill be critically discussed by 
examining eyidence-based research on treatment efficacy; adyantages and limitations 
in clinical practice; their application in preyenting recurrence of depressiye episodes; 
and clinical implications.
Beck’s Cognitive Behavioural Therapy (CBT)
Beck’s Theory of Depression
Beck’s cognitiye theory of depression suggests that depressed indiyiduals misinterpret 
their enyironment, due to maladaptiye perceptions of themselyes, the world and the 
future (known as the ‘cognitiye triad’) (Beck & Weishaar, 1995). These perceptions 
deyelop from early experiences, where the formation of dysfunctional assumptions 
and structured beliefs result in distorted thinking and faulty information processing. 
Therefore, the occurrence of a ‘negatiye’ eyent (i.e. the loss of or ‘fear’ of the loss of a 
relationship, job, etc.) has the potential to trigger the onset of depressiye symptoms 
(Fennell, 1989).
Beck’s cognitiye theory postulates the importance of these distorted thoughts and 
states that these cognitions are usually negatiye and automatic, where the indiyidual 
may jump to conclusions; oyer generalise; think selectiyely; minimise or magnify 
situations; take things personally or think in absolute and concrete terms. It is 
belieyed that the structure of an indiyidual’s belief patterns are piyotal in maintaining 
a depressiye episode, as the depressiye symptoms are reinforced and maintained by
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the depressed indiyidual's negatiye beliefs (Yates, 1992). For example, if an 
indiyidual has an argument with their friend (negatiye eyent), the ‘fear’ of losing their 
friend may lead to the negatiye automatic thought that “Nobody likes me”, which may 
trigger the structured belief “I am not likable”, which in turn could lead to the 
deyelopment of depressiye symptoms.
Cognitiye Behayioural Therapy as a Psychotherapeutic Interyention 
Beck and colleagues deyeloped a structured manual of CBT techniques, as a 
therapeutic interyention for major depression (Beck, Rush, Shaw and Emery, 1979, 
cited in Schwartz & Schwartz, 1993). Treatment focuses on both the cognitiye and 
the behayioural aspect. The cognitiye aspect of treatment focuses on identifying 
patterns of distorted cognitions, helping the patient identify their negatiye automatic 
thoughts, their thinking ‘errors’, and how to reattribute new ways of thinking 
(Blackburn & Twaddle, 1996). Whilst the behavioural aspect aims to help the 
depressed individual learn to apply more adaptive coping strategies, within the context 
of their daily life outside of the therapy session. These behavioural tasks may involve 
homework assignments, behavioural experiments, activity scheduling, graded task 
assignments and/or social skills training.
The aim of CBT is to enable the depressed individual to use these techniques to 
facilitate change in the way they think and behave, in order to actively reduce 
depressive symptoms. The main focus of treatment is to encourage therapeutic 
collaboration, between the patient and therapist, so that the patient may be more 
actively involved in and take responsibility for this process of change (Blackburn & 
Twaddle, 1996). An important feature in the CBT treatment process is the use of 
Socratic questioning (i.e. What would happen if...?) to encourage the patient to be 
guided in discovering him or herself, so that they can better understand the way their 
current thought processes work.
Sacco & Beck (1985) state that the CBT treatment period ranges from 15 to 25 
sessions at weekly intervals. Although, it may be necessary to have twice-weekly 
meetings for an initial 4/5 weeks for more seriously depressed individuals. For the 
last few sessions, a “tapering off’ process is usually conducted at fortnightly intervals.
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and after termination, the therapist may offer 4 or 5 “booster” sessions. Throughout 
the treatment period, the patient’s progress is monitored using the standardised 
measure of Beck’s Depression Inventory (BDI), at the start of every session, to 
identify any changes in depressive symptomatology (Sacco & Beck, 1985).
Advantages and Limitations of CBT in Practice
For the past 30 years, CBT has been shown to have “more consistent positive results 
reported ...than for any other psychological treatments” (Bradley, 1994). Beck and 
others have provided substantial empirical support for CBT in depression, through 
eyidence-based research showing that it is an effective treatment alone or combined 
with phannacotherapy (Beck & Weishaar, 1995; Bellack, 1985; Bradley, 1994; Sacco 
& Beck, 1985; Schwartz & Schwartz, 1993). This will be discussed in more detail in 
the section discussing CBT treatment effectiveness later in this paper.
Despite this abundance of support, there are still limitations in the clinical practice of 
CBT, which can influence treatment effectiveness for certain individuals. For 
example, the core aspects of CBT require the depressed individual to have the ability 
to self-monitor, identify and communicate problem areas (Sacco & Beck, 1985), as 
well as to be able to “discover things for (him/herself)” through guided discovery 
(Blackburn & Twaddle, 1996). Therefore, difficulties may be encountered, if the 
indiyidual is unable to engage in self-exploration and/or appropriate communication, 
which would prevent them from being able to make any significant cognitive and/or 
behayioural changes.
Resistance to ‘change’ can also occur if the depressed indiyidual has difficulty 
“collaborating” with the therapist; does not actively use homework/behavioural 
assignments; and/or is unable to become “socialised” with the CBT model, e.g. not 
being able to understand the rationale and concepts of changing their cognitions 
(Bradley, 1994; Blackburn & Twaddle, 1996). Therapeutic progress may be hindered 
by difficulties in the therapeutic alliance, i.e. if the depressed individual “tries to 
progress too quickly as a result of being impatient... (or by) being pushed too much by 
the therapist” (Bradley, 1994); if the therapist is inflexible or misattributes use of 
techniques (Blackburn & Twaddle, 1996); or if there is “patient-therapist collusion”.
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i.e. where both patient and therapist have low tolerance of the depressed individual's 
depressiye symptoms (Blackburn & Twaddle, 1996). There may also be external 
factors influencing ‘change’, such as issues with substance abuse, chronic personality 
problems, interpersonal conflicts etc. (Bradley, 1994).
Despite these practical limitations, the vast amount of research evidence and clinical 
support for CBT suggests that it is one of the most established, efficacious and 
commonly used psychotherapeutic interventions for the treatment of major depression 
(Strunk & DeRubeis, 2001) (to be discussed in more detail in the section on 
‘Treatment Efficacy for Major Depression’).
Interpersonal Psychotherapy (IPT)
The Interpersonal Theory of Depression
The interpersonal theory of depression stems from H. Sullivan’s (1953) hypothesis 
that all “psychiatric illnesses are related to, if not caused by, faulty interpersonal 
relationships” (Schwartz & Schwartz, 1993). However, IPT does not “assume that 
interpersonal problems cause the depression, but that depression occurs within an 
interpersonal context” (Wolpert, 1999, p. 145). Therefore, focus of treatment is on the 
association between current relationships, specific social stressors (e.g. the loss of a 
job, marital conflict, bereavement etc.) and the development and maintenance of 
depressiye symptoms. It is postulated that depressive symptoms can be reduced, if the 
depressed individual is able to identify maladaptive patterns in their social functioning 
and deyelop more effective strategies to manage interpersonal problems (Schwartz & 
Schwartz, 1993). Thus, IPT has the potential to address problem areas in social 
functioning, as well as depressive symptomatology.
Interpersonal Therapy as a Psychotherapeutic Intervention
In the 1970s, Klerman and colleagues developed the use of IPT for outpatient 
treatment of clinical depression and produced a structured manual to guide clinicians 
in its practical application (Klerman et. al., 1984, cited in Schwartz & Schwartz,
1993). The aim of IPT is to help the depressed individual understand the “sick role” 
of having depression, i.e. placing responsibility on depression as an ‘illness’; to relate 
depressiye symptoms to problems within a current significant interpersonal
8
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relationship; to explore expressed and suppressed feelings and expectations; to 
identify specific goals to enable ‘change’ in problematic interactions; and to 
reconstruct and review strategies to resolve particular interpersonal problems 
(Schwartz & Schwartz, 1993), The role of the IPT therapist is to use “practical, 
optimistic, forward-looking strategies to provide relief’ for the depressed individual 
(Markowitz, Svartberg & Swartz, 1998).
IPT recognises four major interpersonal problem areas: abnormal grief, interpersonal 
role disputes, role transitions and interpersonal deficits (Schwartz & Schwartz, 1993). 
The IPT manual proposes specific treatment processes for each one. The aim of 
abnormal grief is to enable the depressed individual to ‘mourn’ and resume normal 
actiyities. The aim of interpersonal role disputes is to examine role expectations, 
explore behavioural patterns, and identify the disputes to resolve them. Schwartz & 
Schwartz (1993) state that Klerman et. al.’s IPT manual (1984) describes 3 stages in 
interpersonal disputes: 1) renegotiation -  where both parties are aware of 
disagreement and attempting to resolve the situation; 2) impasse -  where there is no 
communication, but emotion exists, so therapy aims to increase conflict to start 
dialogue; 3) dissolution -  where the relationship can not be healed or re-established, 
so therapy aims to facilitate understanding that the relationship is “dead”, to enable the 
indiyidual to mourn and move on to form new relationships. The process for role 
transition is to help the individual give up their old role and acquire appropriate skills 
to help them manage the new one. The process for interpersonal deficits is to teach 
the depressed individual new social skills to strengthen their ability to form and 
maintain relationships.
Schwartz & Schwartz (1993) state that IPT treatment is usually conducted in 12 -  16 
weekly sessions, with continuation of treatment occurring only if the individual is 
severely symptomatic, otherwise the therapist must wait for 1 to 2 months before 
offering any additional sessions. The last 2 - 4  sessions focus on termination of 
therapy and “address the patient’s accomplishments, the patient’s competence 
independent of the therapist, and relapse prevention” (Markowitz et. al., 1998). These 
end sessions aim to “coach” the depressed indiyidual to learn to connect situations in
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their life (i.e. relationships and events) with their mood, “and to recognise that they 
can control both through their actions” (Markowitz et. al., 1998).
Techniques used in IPT include “communication analysis” and “role-play”. The 
examination of failures in communication enables the depressed individual to explore 
what happened, how this made them feel, what they wanted out of the situation and 
what options they have to achieve it (Markowitz et. al., 1998). The use of role-play in 
sessions is to enable the depressed individual to practice ‘new’ strategies and skills 
learnt within the session, in preparation for applying them in actual life situations 
outside of the therapy session. It is hoped that changes in the depressed individual’s 
behaviour will positively influence what happens in their interpersonal enyironment 
and equip them with appropriate strategies to cope with future interpersonal problems.
Advantages and Limitations of IPT in Practice
The efficacy of IPT, as a psychotherapeutic intervention for major depression, has 
been supported empirically by a number of randomised clinical trials (Markowitz, 
1999; Roth & Fonagy, 1996; Schwartz & Schwartz, 1993; Weissman & Markowitz,
1994). The evidence presented in these studies will be discussed in more detail when 
examining the evidence for IPT treatment effectiveness.
The evidence-base in support of IPT continues to expand and research findings of 
treatment efficacy have prompted recommendations of its use as a clinical 
intervention. Evidence-based practice guidelines have recommended IPT as an 
efficacious psychotherapeutic treatment of choice, alongside recommendations for 
CBT, for major depression (Clinical Standards Advisory Group, 2000; Department of 
Health, 2001). However, few practicing clinicians are familiar with or trained in IPT 
use (Markowitz et. al., 1998), particularly in comparison to those trained in CBT, 
although “growing numbers of clinicians are learning IPT” (Markowitz, 1999).
Review of the outcome studies shows that successful outcome of IPT treatment would 
appear to be dependent on the depressed individual’s vrillingness to be open and self- 
disclose problematic interpersonal relationships; their ability to collaborate with the 
therapist in resolving their interpersonal difficulties; their ability to effectively apply
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JCY Lam__________________  Adult Mental Health Essay
skills leamt (within the sessions) to actual real-life situations; and their ability to 
generalise the skills leamt to other interpersonal relationships.
The depressed indiyidual also needs to be able to “develop their own ideas” to enable 
competence in resolving interpersonal problems independently of the therapist 
(Markowitz et. al,, 1998). However, difficulties may be encountered if the depressed 
indiyidual becomes dependent on and has high expectations of the therapist, which 
may hinder them from actively becoming involved or thinking for themselves. Non­
responsiveness to IPT may occur in individuals with chronic personality problems and 
severe interpersonal deficits, individuals who require longer-term maintenance 
treatment, and those who remain depressed due to other external factors (Schwartz & 
Schwartz, 1993).
Treatment Efficacy for Major Depression
There is an array of studies, which have conducted literature searches, meta-analyses, 
randomised clinical trials and systematic reviews of treatment efficacy of IPT and 
CBT for major depression. This paper will examine the evidence presented from a 
selection of the most reputable studies on treatment efficacy for IPT and CBT, and 
discuss the practical implication of using these two interventions for the prevention of 
recurrent depressive episodes.
Evidence for CBT Treatment Effectiveness
CBT is a combination of cognitive therapy (CT) and behavioural therapy techniques. 
Although CT is a component part of CBT, many literature reviews and meta-analyses 
have tended to explore treatment efficacy using studies based on CT and/or CBT, 
often vsdthout explicitly distinguishing between the two. Therefore, this discussion 
paper will refer to CBT treatment efficacy in terms of evidence-based reports of CT 
effectiveness as a therapeutic intervention, as well as that of the combined CBT 
approach.
Strunk & DeRubeis (2001) state that the “strongest evidence for efficacy of CT has 
come fi*om randomized clinical trials comparing CT to pharmacotherapy”. There have
11
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been a number of studies advocating the “superiority” of CBT, alone or combined 
with pharmacotherapy, in comparison to other treatments (Beck & Weishaar, 1995).
One of the most prominently discussed studies of CBT effectiveness is a meta­
analysis conducted by Dobson (1989). In his study of 28 clinical trials, Dobson found 
that there was a “greater degree of change” for patients undergoing CT treatment in 
comparison to no treatment, pharmacotherapy and other psychotherapies. He states 
that “the average cognitive therapy client did better than 70% of the other 
psychotherapy clients”, however he does not specify which psychotherapies were used 
for comparison.
Critics of Dobson’s study state that the clinical trials he examined were not 
randomised (Gloaguen, Cottraux, Cucherat & Blackburn, 1998) and that they 
exhibited researcher allegiance in their support for CT superiority, i.e. bias towards 
their preferred therapy (Gaffan, Tsaousis & Kemp-Wheeler, 1995). It should be noted 
that Gaffan et. al. (1995) examined research allegiance in 37 other clinical trials 
supporting CT superiority, published between 1987 and 1994, but did not find any 
researcher allegiance effects in these.
Gloaguen et. al. (1998) conducted a more up-to-date meta-analysis of 48 “high- 
quality” controlled trials and found similar findings of support for CT in comparison 
to placebo (29% better), pharmacotherapy (15% better) and other named 
psychotherapies (including IPT) (10% better). However, they did not find any 
significant difference between CT and behavioural therapy (2% better).
Despite the support for CT “superiority” in comparison to other treatments, there are a 
selection of studies that do not advocate “superiority”, but claim that CT can only be 
said to be “as effective as” other psychotherapies and pharmacotherapy, due to 
findings of equivocal efficacy (Elkin et. al., 1989; Strunk & DeRubeis, 2001; 
Wampold, Minami, Baskin & Tierney, 2002).
Evidence for IPT Treatment Effectiveness
Bellack (1985) states that “impressive...but not definitive” evidence of IPT 
effectiveness was first presented in 2 extensive clinical trials: Klerman, DiMascio,
12
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Weissman, Prusoff, & Paykel (1974) and Weissman, Prusoff, DiMascio, Neu, 
Goklaney & Klerman (1979). Since then, a number of studies have supported their 
findings that IPT is as effective as pharmacotherapy (Weissman & Markowitz, 1994). 
Although Weissman et. al.’s study (1979) claim that a more effective treatment 
intervention would be a combination of IPT and pharmacotherapy, as opposed to each 
alone (Weissman & Markowitz, 1994). There is some evidence that combining IPT 
with pharmacotherapy lengthens the period of time that an individual has reduced 
depressive symptoms, i.e. being “in remission” (Schwartz & Schwartz, 1993). A 1- 
year follow-up of Weissman et. al.’s (1979) study showed that “many patients had 
sustained benefits from the brief IPT intervention...(with) significantly better 
psychosocial functioning” (Weissman & Markowitz, 1994).
Another significantly prominent study is the randomised clinical trials of the North 
American National Institute of Mental Health’s (NIMH) Treatment of Depression 
Collaborative Research Program (TDCRP) (Elkin et. al., 1989). The TDCRP was 
conducted at 3 sites to enable a collaborative investigation of treatment efficacy for 
IPT, CBT, imipramine pharmacotherapy and a placebo condition. The findings 
suggest that imipramine is the most effective treatment; IPT is as effective as CBT; 
and the two psychotherapies are more effective than placebo. The results also showed 
limited evidence that IPT had superior recovery rates in comparison to placebo, 
whereas CBT did not. In addition, there was a significant difference showing that IPT 
and imipramine were more effective for severely depressed individuals, whereas there 
was no significant difference among the four conditions for less severe individuals.
Critics of the TDCRP findings state that the study was “flawed in several important 
aspects” (McGinn, 2000), which Elkin et. al. (1989) have highlighted themselves and 
agreed upon with others. For example, Elkin et. al. (1989) point out that differences 
in therapist abilities can not be discounted; their sample size and effect sizes were 
small, which may have influenced the power of their analysis for comparisons, though 
they state that overall power was adequate; site differences, i.e. 1 site did generally 
poorer than the other 2 and had poor CBT outcome results; drop-out rates differed for 
each condition -  40% for the placebo and 23% for IPT; and other factors such as 
personality differences and initial severity of depression indicate a non-homogenous
13
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sample. There has also been evidence that similar studies to the TDCRP have found 
different results to Elkin et.al. (1989), e.g. studies by Hollon et. al. (1992) and Evans 
et. al. (1992) (cited in Roth and Fonagy, 1996) have found results in support of CBT 
as opposed to DPT.
Despite these research limitations, DPT continues to be recommended clinically “as an 
acute treatment for symptom removal, prevention of relapse and recurrence” 
(Weissman & Markowitz, 1994), due to a number of empirically supported findings in 
favour of DPT efficacy. However, research for this paper found that there is a lack of 
meta-analytic studies on IPT efficacy and future developments in this area would 
enable clinicians to more effectively examine overall efficacy across a comparative 
collective of IPT clinical trials.
The evidence presented so far shows that researchers and clinicians may not agree on 
which psychotherapy (between CBT and IPT) is “superior”, but there is a general 
agreement that their efficacy is on a relative par, i.e. both are effective treatments. 
Some would say that there is limited difference between the two.
Evidence for Treatment Efficacy in Recurrence Prevention
Traditionally, pharmacotherapy has been the treatment of choice for preventing 
recurrence of major depressive episodes (Frank, Kupfer & Perel, 1989). Research 
evidence suggests, “maintenance pharmacotherapy has been found to reduce 
recurrence rates by up to 30% -  40% over a 2 year period” (Harkness, Frank, 
Anderson, Houck, Luther & Kupfer, 2002). Roth and Fonagy (1996) state that though 
DPT and CBT are effective in “alleviating a single episode of depression”, brief 
psychotherapeutic interventions are not sufficient to prevent recurrence and only 
pharmacotherapy has significant prophylactic effects, i.e. the ability to prevent the 
recurrence of further episodes. Research evidence suggests that “while maintenance 
psychotherapy does not prevent another episode of depression, ...it can delay 
recurrence”, i.e. increasing ‘survival time’ (Weissman & Markowitz, 1994). 
Therefore, a number of clinicians believe that psychotherapy should only be used as 
“a viable alternative in prolonging the periods between depressive episodes in some 
patients” (Roth & Fonagy, 1996).
14
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Treatment Efficacy of CBT in Recurrent Depression
Some studies have advocated that CBT is capable of having “a similar prophylactic 
effect to maintenance medication” (Blackburn & Moore, 1997 -  cited in Fava et at, 
1998; Gloaguen et. al, 1998). It is believed that the potential for CBT effectiveness in 
prolonging or preventing recurrent episodes is due to “its educational nature 
and...aims to reduce psychological vulnerability to depression” (Blackburn & 
Twaddle, 1996), as well as its focus on changing the behaviour and characteristics of 
the depressed individual (Persaud, 2000).
Fava, Rafanelli, Grandi, Conti & Belluardo (1998) challenge the suggestion that 
pharmacotherapy is the only effective treatment for recurrent depression and suggest 
that a combination of CBT and pharmacotherapy yields better results than the usual 
offer of psychotherapy after pharmacotherapy. They produced preliminary findings of 
an Italian study of CBT effectiveness in preventing recurrent depressive episodes and 
found that, at 2-year follow-up, 75% of CBT patients had longer survival periods from 
depressive symptoms. However, their sample size of 40 patients was relatively small, 
which would indicate the power of their analysis would not be sufficient to support 
their findings as definitive results. Therefore, future analysis of a similar study with a 
larger sample size would be useful to further research efficacy of CBT for recurrence 
prevention.
Treatment Efficacy of IPT in Recurrent Depression
Frank et. al. (1990) conducted a 3 year study to investigate the effect of a modified 
version of IPT (IPT-M) as a maintenance treatment for preventing recurrence of 
depressive episodes. They found that continuation of longer-term monthly sessions of 
IPT have a “modest prophylactic effect... (and) lengthened the (survival) time between 
episodes in patients not receiving active medication”. The focus of IPT-M is to 
address multiple interpersonal problems that persist or develop during the treatment 
period, in an attempt to “decrease the potency of life events in provoking recurrence” 
(Harkness et. al., 2002). Frank et. al.’s (1990) findings advocate that combining IPT- 
M with pharmacotherapy (8% recurrence rate after one year) was more effective than 
either alone (IPT-M = 46% recurrence rate; Pharmacotherapy = 18% recurrence rate).
15
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However, it should be noted that at the end of the 3-year study, differences in 
treatment effect for all conditions were non-significant.
Frank et. al. (2000) suggest that sequential IPT and pharmacotherapy should be 
considered first as an effective treatment in maintaining recurrent depression. They 
suggested that pharmacotherapy should only be offered as a last resort to individuals 
who are severely depressed and non-responsive to a course of IPT. They believed that 
this would be of practical benefit for individuals who are unwilling to have/continue 
pharmacotherapy, i.e. due to contraindications with antidepressant medication or for 
women who wish to become pregnant (Frank et. al., 2000). They found that there was 
a 79% remission rate for individuals offered IPT alone, followed by pharmacotherapy 
for those who did not remit, which was significantly greater than individuals who 
received IPT and pharmacotherapy at the start (66% remission rate).
Despite these prominent findings of treatment efficacy for recurrence prevention in 
CBT and IPT, the evidence available for review in this area of clinical work was 
limited, thus, highlighting the need for more in-depth studies of psychotherapeutic 
efficacy in recurrence prevention. Although there is much support for the highly 
prophylactic effect of pharmacotherapy, the evidence presented on the modest 
prophylactic effects of both CBT and IPT should be acknowledged and investigated 
further.
Clinical Implications
The clinical research evidence for the use of IPT and CBT in major recurrent 
depression has been positively supported in terms of treatment effectiveness and 
recurrence prevention in a number of studies. The presented evidence suggests that a 
number of clinical trials advocate combining psychotherapy with pharmacotherapy to 
enhance treatment efficacy in delaying recurrence and prolonging survival time. 
However, in clinical practice, it is evident that pharmacotherapy continues to be the 
main treatment intervention for recurrence prevention, as it is usually prescribed first 
and psychotherapy is only considered as an afterthought (Clinical Standards Advisory 
Group, 2000). Many depressed individuals who are likely to benefit from 
psychological input may not even be referred (Clinical Standards Advisory Group,
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2000). Therefore, there is a need to enhance patient awareness of treatment choices 
and availability of psychotherapies.
Unfortunately, in clinical practice, there may be barriers to availability (i.e. long 
waiting lists for CBT) and accessibility (i.e. lack of trained EPT therapists in the NHS) 
(Clinical Standards Advisory Group, 2000). Thus, there is also a need for more 
financial support to ensure that a greater proportion of therapists are competently 
trained in evidence-based and empirically supported interventions such as CBT and 
IPT. Frank et. al. (1990) highlight the importance of having ‘high quality’ 
psychotherapies for increasing survival time from recurrent depressive episodes.
There is also a need for financial support to commission more research studies, as 
there are limited outcome studies on recurrence prevention and more in-depth 
investigations are required to further the current evidence-base on treatment efficacy. 
Many of the studies used in this paper were based on international studies, i.e. from 
North America and Italy, highlighting the gap in clinical studies in the UK. In order, 
for UK clinicians to effectively use evidence-based practice guidelines, we need more 
investigative studies on the efficacy of psychotherapeutic treatments based on UK 
samples; treatment effectiveness in récurrence prevention; and more detailed studies 
on therapeutic efficacy of IPT, CBT and pharmacotherapy.
Summary
IPT and CBT have been shown to have significantly greater treatment effects on life 
adjustments in depressed individuals, i.e. in “ability to establish and maintain 
interpersonal relationships and to recognise and understand sources of their 
depression” (Blatt, Zuroff, Bondi & Sanislow, 2000). Some studies suggest that CBT 
is “superior” to other psychotherapies, whilst others disagree and state that evidence is 
limited in supporting superiority, but that CBT is as effective as other available 
treatments. On the other hand, the NIMH study (Elkin et. al., 1989) suggested that 
there was limited evidence that IPT is more effective than CBT for severe depression, 
and that IPT had superior recovery rates. Whichever psychotherapy is believed to be 
the more superior, most clinicians relatively agree that both IPT and CBT are 
empirically supported as efficacious in the treatment of major depressive episodes.
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As therapeutic interventions for major recurrent depression, the presented evidence 
has shown that IPT and CBT alone have modest prophylactic effects on delaying or 
prolonging recurrent episodes. Increasing research evidence has highlighted the 
benefits of combining the highly prophylactic treatment of pharmacotherapy with 
psychotherapy for greater treatment effectiveness. Some studies have even supported 
that combined treatment is more effective then either psychotherapy or 
pharmacotherapy alone, in increasing survival time from depressive symptoms.
In clinical practice, CBT is more widely accessible in the NHS and is more commonly 
used in practice for treating major depression. However, despite recommendations by 
the Department of Health for use of IPT (as well as CBT) as a treatment of choice for 
depression, there are few trained IPT therapists in the NHS. Markowitz (1999) claims 
that more clinicians are showing interest in training for IPT in North America; 
however, there are limited resources available in the UK. Therefore, there is an 
evident need for more financial support, in the UK, to further develop training 
programs and research investigations of IPT and CBT treatment effectiveness in 
recurrent depression. Roth & Fonagy (1996) suggest that “a good service should offer 
a range of therapies” with provision of CBT and IPT being made a priority.
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PEOPLE WITH LEARNING DISABILITIES
ESSAY
“Parenting skills can be assessed and taught to 
people with learning disabilities. Discuss.”
Year 1: August 2003
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Parents with Learning Disabilities
The definition of haying a learning disability encompasses significant impairments in 
intellectual functioning (i.e. IQ of below 70) and adaptiye/social functioning with age 
of onset before adulthood (i.e. before the age of 18) (British Psychological Society 
(BPS), 2000). The term “learning disabilities” is commonly used in the UK today and 
will be used in the context Of this paper. Howeyer, other terminologies may be 
referred to, such as “mental retardation”, “mental handicap” and “intellectual 
disability”, in accordance with those used by other authors.
The issue of whether people with learning disabilities should haye the right to haye 
children has been debated oyer many years, eyen though people with learning 
disabilities haye had and continue to haye children (Tymchuk, 1992). During the first 
half of the 20^ century, the Eugenic Society’s answer to this problem was compulsory 
sterilisation and segregation through institutionalisation (Dowdney & Skuse, 1993). 
Howeyer, the adyent of normalisation led to adyocacy for the rights of people with 
learning disabilities to haye and keep their children, with increasing support to help 
parents learn adequate parenting skills (Woodhouse, 1997).
Despite this, there continues to be negatiye and stigmatising attitudes towards parents 
with learning disabilities, concerning parenting competency and whether people with 
learning disabilities can become or learn to become ‘adequate’ parents (Tymchuk, 
Andron & Unger, 1987). Tymchuk et al. (1987) claim that some concerns are 
appropriate with regards to risks of abuse and neglect; howeyer, there are concerns 
that people with learning disabilities may be subject to prejudical assumptions as a 
result of discrimination, i.e. predicting parenting failure as a consequence of haying a 
learning disability (Booth & Booth, 1995). Some would eyen suggest that child- 
rearing for people with learning disabilities “is an accident to be ayoided at all costs” 
(Accardo & Whitman, 1990; p.70).
The aim of this paper is to explore the eyidence-base for factors relating to ‘adequate’ 
parenting; predictiye factors of parenting competence; potential assessment tools and 
types of interyentions that could help people with learning disabilities improye their 
parenting skills.
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Epidemiology
McGaw (1998) postulates that there is an estimated population of as many as 250,000 
parents with learning disabilities in the UK. Howeyer, it is difficult to know the true 
preyalence of parents with learning disabilities, as the majority of cases only come to 
the attention of seryices when they are not coping (i.e. in crisis situations) or if they 
were preyiously known to seryices before pregnancy (Woodhouse, Green & Dayies,
2001). Therefore, it is likely that there is a hidden population of parents with learning 
disabilities who are not known to seryices because they are adequately competent in 
self-care and parenting (Dowdney & Skuse, 1993; McGaw & Sturmey, 1993).
A number of studies report that the majority of referrals for help with parenting are 
usually for mothers with borderline/mild learning disabilities (Rosenberg & McTate, 
1982; Booth & Booth, 1998; McGaw, 1998). Hur’s (1997) and Feldman’s (1994) 
literature reviews reported mostly studies for aiding mothers in improving parenting 
skills, although the literature base for this study showed a handful of interyention 
studies with a small number of (i.e. 1 or 2) fathers participating (Peterson, Robinson 
& Littman, 1983; Booth & Booth, 1995; Feldman & Case, 1999; Llewellyn, 
McConnell, Russo, Mayes & Honey, 2002). There were also reports of people with 
moderate to seyere learning disabilities haying children (Accardo & Whitman, 1990), 
although they were not as common as those with borderline/mild learning disabilities 
and were not inyolyed in the interyention studies examined for this paper, possibly 
due to the seyeiity of their disability and its impact on their ability to learn new skills.
Concerns of ‘adequate’ Parenting
The ayailable literature states that there does not appear to be any concrete definition, 
comparable norms or comprehensiye measures regarding adequate parenting skills for 
parents with learning disabilities to be measured against (Tymchuk et al., 1987; 
Dowdney & Skuse, 1993; Booth & Booth, 1994; Hur, 1997). Howeyer, the legal 
definition for ‘adequate’ parenting is where the parent is able to meet their child’s 
physical care needs; proyide loye and affection; stimulate the child’s cognitiye 
deyelopment; and haye adequate housekeeping skills (Wald, 1979 -  cited in Tymchuk 
et al., 1987).
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It is commonly belieyed that parents with learning disabilities are not able to proyide 
adequate care for their children resulting in risks of cognitiye delay (i.e. problems 
with language, intellect etc.); deyelopmental delay (i.e. growth and progress); neglect 
and abuse (i.e. physical, sexual and emotional); increased yulnerability (i.e. being 
bullied etc.); emotional and psychological problems (i.e. anger, depression etc.); 
behayioural disorders (i.e. antisocial behayiour); and attachment issues (e.g. problems 
with social skills and relationships) (Tymchuk, 1992; Feldman, 1994; Booth & Booth, 
1998).
Accardo & Whitman (1990) stipulate that “the question with regard to parenting 
failure of significantly mentally retarded adults would seem to be not whether, but 
when.” (p.70). Howeyer, it is apparent that not all parents with learning disabilities 
exhibit negatiye parenting styles (Tymchuk, 1992) and haying a learning disability 
does not constitute parenting failure (Dowdney & Skuse, 1993; Booth & Booth, 
1998). Booth and Booth (1994) eyen go as far as to postulate that a number of 
‘inadequate’ parenting cases (based on the remoyal of children) are “often mistakenly 
attributed to parenting deficits when they are more accurately yiewed as deficiencies 
in professional practice, seryices or supports” (p.41).
It is often the case that parents with learning disabilities are “judged by standards that 
would not be applied to most ordinary people” (Gath, 1988; p. 741), increasing fears 
and anxieties for parents with learning disabilities, due to focus being on their 
inabilities, deficiencies and failings, rather than their abilities, strengths and how to 
enhance the likelihood of parenting success (Tymchuk, 1992; Booth & Booth, 1998). 
This emphasises the yulnerability of people with learning disabilities to prejudicial 
assumptions and system abuse (Booth & Booth, 1995/1998). Aunos and Feldman 
(2002) point out that the potential for stigmatisation and discrimination can lead to 
reluctance from parents with learning disabilities to seek appropriate help from 
professionals, for fear of being yiewed as incompetent and/or haying their 
child/children taken away.
This is not to say that concerns with parents with learning disabilities should be 
dismissed, but that parenting ability should be yiewed in context of the parent -
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whether or not they haye a learning disability (Booth & Booth, 1998). There is 
eyidence that eyen parents without learning disabilities experience difficulties in 
parenting, particularly if they do not haye appropriate guidance and support 
(Rosenberg & McTate, 1982). Rosenberg and McTate (1982) report that parents with 
learning difficulties who experience problems in parenting “are not wilfully abusing 
or neglecting their children...(but) through lack of knowledge and mistakes in 
judgement... had not proyided adequate care” (p.24).
Common problems for parents with learning disabilities appear to be in areas of safety 
(e.g. hazards in the home, responding to emergencies and taking precautions to protect 
the child); proyiding appropriate stimulation and interactions for the child; age- 
appropriate disciplinary methods; and decision-making (Feldman, Case, Towns & 
Betel, 1985; Tymchuk, 1992; Booth & Booth, 1995). The key question is whether 
parents with learning disabilities can oyercome these problems by learning to be 
‘adequate’ parents and, if so, how can we effectiyely assess what their learning needs 
are?
Predictive Factors of Parenting Competency
There is eyidence to suggest that parents with learning disabilities who haye IQs 
below 60 tend to experience difficulties with child-rearing (McGaw 1998). Although 
this is not enough to predict parenting inadequacy, as research indicates that IQ is not 
correlated to parenting competency (Rosenberg & McTate, 1982; McGaw, 1998). 
Howeyer, close examination of characteristics in the child, the personal psychological 
resources of the parent, and contextual sources of stress and support can proyide good 
indicators of factors influencing parenting competency (Belsky, 1984).
McGaw and Sturmey (1994) propose a Parental Skills Model as a guideline for 
examining indicators of ‘good-enough’ parenting. They report that primary indicators 
are found in the parent’s child-care abilities (e.g. physical care, affection, security) 
and the child’s deyelopment and progress (e.g. guidance, stimulation, interaction and 
independence). Secondary indicators can be found in the parent’s background, such 
as the parent’s life skills (e.g. functional, academic, language, social and self-help 
skills) and family history (e.g. childhood experience, exposure to child-rearing
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models, knowledge of child care); as well as accessibility to and ayailability of 
resources and support (e.g. from professionals, family and external support networks). 
Similarly, Aunos and Feldman (2002) propose a Parental Interactional Model, which 
highlights protectiye factors, much like those suggested aboye, which can influence 
the potential effectiyeness of parenting and optimal child deyelopment. For example, 
a parent’s physical and psychological well-being will influence their parenting ability, 
in terms of being motiyated by self-confidence and self-esteem (Dowdney & Skuse,
1993). On the other hand, a child’s characteristics can contribute to their 
deyelopmental progress, in terms of resilience/adaptability in the face of hardship 
(Booth & Booth, 1998) and the influence of the child’s temperament and behayiour 
on parent-child interactions (McGaw & Sturmey, 1993).
Aunos and Feldman (2002) also highlight that the parent’s deyelopmental history and 
early experiences will influence how they parent, in terms of their knowledge base 
and preyious experience of parenting models. Howeyer, Tymchuk (1992) postulates 
that parents with learning disabilities are able to expand on their current abilities to . 
parent through training programmes, depending on the parent’s capacity and 
willingness to learn. He notes that there haye been cases where children were 
remoyed from their homes, as a result of the parent being unwilling to participate in 
recommended training programmes (Tymchuk, 1990).
Booth and Booth (1998) highlight the importance of family characteristics in 
supporting the parent and the child, e.g. through warmth, mutuality, stability and 
security within the family unit. Extended support from other family members (such 
as Grandparents), social support networks (such as friendships), social inyolyement 
(such as community participation), and professional support/guidance can be 
inyaluable aids to the parent’s ability to manage and cope with difficult parenting 
situations (Booth & Booth, 1995). On the other hand, socio-economic status such as 
poyerty, unemployment and lack of yocational skills (Rosenberg & McTate, 1982) 
and the occurrence of life crises or stressful eyents can reduce a parent’s coping 
ability (Tymchuk, 1990).
28
JCY Lam___________ _________ _______ People with Learning Disabilities Essay
Studies identifying predictiye factors of inadequate parenting in populations of people 
with learning disabilities haye found that problems are more likely to occur if both 
parents haye a learning disability; parents are single; there is a lack of support; there is 
the presence of personality, medical or emotional problems in either parent; 
inadequate income; the parent has been preyiously institutionalised; and there are 
more than 2 children in the family (Tymchuk et al., 1987; Tymchuk, 1992). Feldman 
et al. (1985) also felt that the inability to care for a preyious child, possibly resulting 
in remoyal, is a good predictor of current failure.
It should be noted that many of the predictiye factors for ‘adequate’ parenting are 
based on comparisons with Western middle-class standards (Tymchuk, 1992; Booth 
& Booth, 1998), which could lead to conflicting yiews, in terms of what is deemed 
appropriate parenting in light of socio-cultural differences. For example, the 
controyersial debate of whether it is appropriate to physically hit (‘smack’) one’s 
children means that some may view this as a disciplinary method, whilst others may 
see it as unnecessary. Bearing this in mind, it is important to note that people with 
learning disabilities may be more likely to be scrutinised if they used this parenting 
methods, particularly if ‘smacking’ is viewed as potentially abusive. Therefore, what 
standards can we set for assessing parents with learning disabilities in the UK? The 
suggestions made below are predominantly based on western middle-class yiews of 
child-rearing, but clinical judgement should always be used when considering socio­
cultural differences.
Assessing Parents with Learning Disabilities
A number of ideas for assessing parents with learning disabilities haye been devised 
using the components of predictive factors mentioned above, to aid professionals in 
identifying the parent’s strengths (‘adequacies’) and needs (‘inadequacies’). An 
important aspect of assessment is to gather as much information as possible to give a 
more holistic picture of the parent’s capabilities and the quality of care being provided 
for the child. For example, interview techniques can be used to find out more 
qualitative information about the parent’s history and current needs (Booth & Booth, 
1995); whilst standardised psychometric tools can provide information about the
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parent’s cognitive and functional capability (see McGaw & Sturmey, 1994, for full 
details of possible tools to use).
Checklists can provide guidelines for examining a child’s progress in development, 
such as the Bayley Scales of Infant Development (Bayley, 1969 -  cited in Feldman et 
al., 1985) which measures psychomotor and mental deyelopment in children; as well 
as proyiding guidelines for examining the environmental needs, such as Tymchuk’s 
checklists in identifying safety precautions required in the home and the parent’s 
emergency responses to dangerous situations (Tymchuk 1990/1991). In conjunction 
with this, observational work can show the strengths and weaknesses in the parent- 
child relationship, such as the Caldwell Home Observation for Measurement of the 
Environment (HOME) Inventory (Caldwell & Bradley, 1979 -  cited in Feldman et al., 
1985) which looks at the parent’s responsivity to and interaction with the child, 
disciplinary methods, organisation of the home environment (i.e. resources and play 
materials available), and variety/opportunities during daily routine.
It has also been recommended that an extensive assessment should include 
investigations of language and communication skills; the influence of associated 
disorders, such as epilepsy, cerebral palsy, sensory impairments etc.; a psychiatric 
assessment for implications of dual diagnosis; examining the relationships between 
significant others (e.g. father-mother, maternal grandmother etc.); and the social 
environment (e.g. support networks within the community, such as from friends, 
professionals etc.) (McGaw & Sturmey, 1993; Gath, 1995).
McGaw, Beckley, Connolly and Ball (1998) devised a comprehensive package for 
assessing parents with learning disabilities called the Parent Assessment Manual, 
comprising of questionnaires, observational checklists and planners for the 
professional assessment of knowledge and skills in parenting. Areas assessed include: 
child feeding (e.g. weaning); healthcare (e.g. warmth and hygiene); parental 
responsiveness (e.g. to emotional and physical needs); child stimulation (e.g. visual, 
motor and language); guidance and control (e.g. reinforcement and discipline); 
responsibility and independence (e.g. permitting the child to develop self-help skills); 
household routines (e.g. domestic chores); parents’ self help skills (e.g. budgeting.
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shopping, cooking, self-care etc.); safety around the home environment (e.g. 
recognising dangers and taking precautions); abuse (e.g. recognising what is or is not 
appropriate); and relationships, supports and resources.
The outcome of such a comprehensiye assessment should enable professionals to 
identify areas of need for the parent and guide interyention planning. The aim of an 
effective interyention is to empower the parent with learning disabilities to 
manage/improve the quality of child-care they can provide. However, can parenting 
skills be taught to people with learning disabilities? Are they able to acquire the skills 
necessary for them to b e ‘adequate’ parents?
Teaching Parents with Learning Disabilities
The majority of participants in training programmes are mainly mothers with learning 
disabilities who have deficits in parenting knowledge and/or skills (Tymchuk, 1990), 
and/or are at risk of maltreating or neglecting their children (Tymchuk, 1992; 
Feldman, 1994). It is unclear why there are so little fathers participating -  it may be 
that there are more mothers with learning disabilities than there are fathers, or that 
training programmes mainly focus on maternal rather than paternal parenting, or that 
fathers with learning disabilities are less interested in attending parenting classes. 
Whatever the case may be, the literature shows that many studies only have a small 
number of parents partaking (average sample sizes of about 10) (Feldman, 1994; Hur, 
1997), thus limiting empirical validity of training effectiveness. However, a number 
of single case studies contribute to a more enriched qualitative view of parents with 
learning disabilities (Feldman, 1994; Hur, 1997). Tymchuk (1992) postulates that 
learning to be an adequate parent requires having the capacity to acquire, maintain 
and generalise knowledge and skills learnt
The primary focus of training is to teach knowledge and skills in areas of “basic child­
care, safety, nutrition, problem-solving, positive parent-child interactions, and child 
behavior management” (Feldman, 1994). Other programmes encourage skills in self- 
care, financial issues, self-advocacy and support seeking skills (Rosenberg & McTate, 
1982). The overall view is that parents with learning disabilities “may have 
somewhat greater difficulty learning new parenting skills, (but) they can and do learn
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if they have a commitment to change and access resources, social supports and 
training appropriate to their needs” (Rosenberg & McTate, 1982, p.24).
Feldman, Case, Garrick, MacIntyre-Grande, Camwell and Sparks (1992) devised a 
basic child-care training package to teach parents skills in cleaning bottles, preparing 
formula, bathing, treating nappy rash, toilet training, treating cradle cap, and crib and 
sleep safety. Their results show that 11 mothers with learning disabilities were able to 
rapidly acquire 90% correct performance of child-care skills (from a baseline of 58%) 
after training and maintained 91% correct performance at follow-up (mean = 31 
weeks). Other basic child-care skills that have been effectively taught include being 
able to monitor food supplies and prepare nutritious and economical foods (Rosenberg 
& McTate, 1982), as well as problem-solving when planning for the changing needs 
of the developing child (Tymchuk, Andron & Rahbar, 1988).
Parents with learning disabilities usually have difficulty adjusting their parenting style 
to the development of their child, i.e. age-appropriate play, interactions and discipline 
(Rosenberg & McTate, 1982). Unfortunately, the majority of training studies only 
include parents with children of pre-school age (Booth & Booth, 1998) and there 
appears to be a lack of studies on other ages7 i.e. middle childhood or adolescence. 
Parents are likely to require assistance throughout the different stages of their child’s 
deyelopment (i.e. through the transitional phases of infancy to early childhood, to 
middle childhood, to adolescents, to early adulthood). Therefore, there is a need for 
more longitudinal studies of parenting progress and opportunities for training in the 
various stages of child development.
Parents with learning disabilities tend to be more restrictive and punishing with their 
children (Feldman et al., 1985) and rarely reinforce appropriate behaviours (Tymchuk,
1992). Therefore, enhancing positive parent-child interactions can promote the 
child’s development through parents learning to reinforce their child’s prosocial 
behaviour (i.e. through praise), reflecting on their own use of language, avoiding 
verbal commands and engaging in positive physical behaviour, such as kissing and 
cuddling (Peterson et al., 1983; Feldman, Towns, Betel, Case, Rincover & Rubino, 
1986; Tymchuk & Andron, 1992). Tymchuk, Andron and Tymchuk (1990)
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effectiyely trained mothers with learning disabilities to recognise and appropriately 
respond to (i.e. praise, punish or ignore) adaptive and maladaptive behaviours of 
children. These skills were maintained at 1-month follow-up.
Another prominent area in training is in child safety, where parents are taught to 
recognise symptoms of illness, such as vomiting, breathing difficulties and 
constipation etc. (McGaw. 1998), and respond to emergencies, such as first aid, fire 
safety awareness, taking safety precautions, calling 999, etc. (Tymchuk, 1990/1991). 
Tymchuk (1990) found that the mothers in his study had difficulty learning adequate 
skills to respond to emergency situations of choking or poisoning; therefore, these 
parents were taught an alternative response method, such as calling for emergency 
services and/or seeking immediate help from a significant other.
As well as care for the child, there are a variety of programmes that address the 
parent’s ability to self-care, such as personal hygiene, relationship and social skills, 
ability to budget and economise, self-advocacy, ability to access resources and seek 
help (Rosenberg & McTate, 1982). McGaw, Ball and Clark (2002) organised a 
Relationships Group for parents to explore their social awareness, recognition of 
emotions, perceptions of self and others, and develop negotiation skills. They found 
that parents in this group improved their self-concepts and benefited from emotional 
and practical support, which enabled them to feel more confident in themselves and 
develop a “feel-good factor” from improving their self-help skills. Rosenberg and 
McTate (1982) found that parents with learning disabilities became more confident 
and gained a new positive image of self-worth, as they became more competent in 
parenting.
Group interyentions are usually centre-based and are useful for facilitating discussion 
of shared difficulties. They can stimulate learning amongst parents by providing 
fiiendly competition, as well as increased socialisation and social supports (Rosenberg 
& McTate, 1982; Peterson et al., 1983; McGaw et al. 2002). Rosenberg & McTate
(1982) organised a mother-child swim activity group, which enabled mothers to learn 
how to interact with their child, maintain their child’s safety near water and how to 
dry and dress them. They report that their mothers greatly benefited from this creative
33
JCY Lam _____________ ;____________ People with Learning Disabilities Essay
teaching programme, but also learnt a thing or two from each other by observing 
useful techniques used by the other mothers (such as game-playing to encourage their 
children to complete a task).
There are some concerns that parents with learning disabilities may not be able to 
generalise skills learnt at the centre to home settings. Therefore, home visits may also 
be incorporated into training programmes to monitor and reinforce parenting skills 
within the context of the parent’s home. Llewellyn et al. (2002) report that home- 
based programmes are preferred by most parents and increase motivation, although 
effectiveness depends on the suitability of the home as a learning environment. On 
the other hand, home programmes enable the trainer to cater for the needs of the 
individual parent and identify priorities through step-by-step goal planning (Llewellyn 
et al., 2002). McGaw and Sturmey (1994) claim that the most successful training 
programmes are a combination of home and centre based training.
The most common teaching approach in training is behavioural modification, which 
includes elements of task analysis, modelling, feedback and reinforcement (Feldman,
1994). Task analysis enables the trainer to teach the parent to perform a certain task 
by following a sequence of steps (see Feldman et al., 1992, for examples). To 
consolidate learning and check progress, training programmes usually encourage 
parents to practice in make-believe situations (i.e. role-play) and/or observe trainers 
model practical demonstrations of appropriate actions (Rosenberg & McTate, 1982; 
Tymchuk, 1990; Hur, 1997; Llewellyn, 1997). For example, Lewellyn et al. (2002) 
role-played and modelled what parents should do in case of a house fire, i.e. planning 
an escape route; whilst Rosenberg and McTate (1982) set up a mock living room for 
parents to practice “child-proofing”.
To aid teaching, pictorial aids may be used to enhance the parent’s understanding of 
verbal instructions (Tymchuk, 1990; Tymchuk et al., 1990; Feldman et al., 1992; 
Llewellyn et al., 2002). Peterson et al. (1983) found that a “bug-in-the-ear” device 
was effective in enhancing parent’s learning, as they were able to discreetly point out 
inappropriate behaviours, make direct suggestions and praise positive behaviours of 
parents during their interactions with their children.
34
JCY Lam______    People with Learning Disabilities Essay
Alternatively, Feldman and Case (1999) argue a case for self-instruction, using an 
audiovisual child-care manual, which they claim is more cost-effective. Their results 
show that 9 out of 10 parents were able to acquire 11 out of 12 skills and maintained 
those skills for up to 6.5 months after training. However, the use of self-instructional 
manuals without other training methods is questionable, as the evidence base shows 
that the quality of a parent’s learning is reinforced by the guidance, feedback and 
praise of their trainers (Feldman, 1994). Parents are also more likely to retain 
repetitive learning, if teaching is varied, flexible, creative, and interesting (Llewellyn 
et al., 2002). Therefore, although Feldman and Case’s (1999) results appear 
promising, the parents’ ability to self-instruct should be assessed thoroughly before 
contemplating self-learning; as well as bearing in mind that the parent would be 
missing out on important contributing factors to learning, such as positive feedback 
from a trainer and socialisation in a group.
A number of training programmes were able to encourage their parents to learn more 
effectively by giving tangible incentives for attending training, making progress 
and/or maintaining the skills taught (Feldman, 1994). For example, Peterson et al.
(1983) allocated their participants points towards small weekly prizes (such as kitchen 
items, earrings, drill bits etc.), if they had practiced at least four days of the six 
between sessions.
It is evident that the success of training is dependent on the parent’s readiness to learn, 
ability to apply the knowledge learnt, and willingness to make changes to their present 
parenting style (Llewellyn et al., 2002). Therefore, professionals need to be sensitive 
to the parent’s learning capacity (i.e. cognitive limitations) and how to enhance their 
capabilities by providing the recommended aids to learning. Professionals should also 
be aware that parents with learning disabilities tend to over generalise skills learnt; for 
example, Rosenberg and McTate (1982) give an example of a mother who was taught 
how to make pancakes and ended up making pancakes for breakfast, lunch and dinner. 
Therefore, parents with learning disabilities may benefit more from performance 
rather than knowledge based training (Feldman, 1994), specific instructions to cover a 
wide range of possible scenarios, and close monitoring of progress (Rosenberg & 
McTate, 1982). Woodhouse et al. (2001) also recommend that parent training should
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address preparatory work for women contemplating pregnancy, i.e. to equip them 
with the necessary skills required for basic child-care of newborns.
Tymchuk and Andron (1992) postulate that there are 2 groups of parents with learning 
disabilities -  “those for whom modified parent training has some sustained effect and 
those for whom the effects are limited and not maintained” (p.27). For those that are 
unable to maintain new skills taught, continued guidance and support is required or an 
alternative method should be sought. Rosenberg and McTate (1982) found that 45% 
of the families in their study did not require continued services after training; some 
accessed services occasionally by telephone; others had continued support on a 
limited basis; whilst those unable to learn adequate care skills had to find substitute 
placements for their children, i.e. with a relative or another agency.
Services for Parents with Learning Disabilities
Despite the available range of assessment tools and training packages, there are a 
limited number of trained professionals who have the knowledge and skills in both 
learning disabilities and parenting/child-care (Woodhouse, 1997). Although, McGaw 
and colleagues developed the Cornwall Special Parenting Service in 1998, a national 
service for guiding professionals as well as assisting parents in opportunities to 
improve parenting ability, local needs are still not fulfilled. It is important that local 
services are aware of current child laws and requirements for adequate parenting, as 
well as comprehending the strengths and needs of working with parents with learning 
disabilities (Woodhouse et. al., 2001).
Woodhouse et al. (2001) responded to their local needs by providing on-going 
workshops and informal consultations for professionals involved or potential involved 
with parents with learning disabilities; as well as providing parent groups to address 
child-care skills and personal development. McGaw and Sturmey (1994) emphasise 
that there is a greater need for multi-agency and multidisciplinary collaboration for 
effective assessment and intervention planning for parents with learning disabilities.
36
JCY Lam_____________________________ People with Learning Disabilities Essay
Conclusion
Overall, there is substantial evidence to support that a number of parents with 
borderline/mild learning disabilities are able to Team’ to be adequate parents, with 
appropriate guidance, support and encouragement. A number of studies have shown 
that some parents with learning disabilities are able to improve child-care skills 
through well-supported pre-planned training programmes; increased access to 
resources; and enhanced network supports (Rosenberg & McTate, 1982; Feldman, 
1994; Woodhouse et al., 2001). Therefore, parenting ability should not be assumed 
(i.e. just because an individual has a learning disability), but should be considered in 
the context of the parent, the child and their environment.
There are a number of assessment tools (e.g. interviews, checklists, observations and 
psychometric tests) and comprehensive guidelines available to provide a framework 
for investigating parenting competency and identifying areas for improving parenting 
ability (McGaw & Sturmey, 1993/1994; Gath, 1995; Aunos & Feldman, 2002). There 
are also a handful of comprehensive packages for assessment (e.g. McGaw et al.’s 
(1998) Parent Assessment Manual) and training (e.g. Feldman & Case’s (1999) 
audiovisual child-care training manual).
The literature base shows that there have been a number of successful training 
interventions with positive results of effective acquisition of parenting skills; and 
follow-up studies of skills maintenance have been encouraging (Feldman, 1994; Hur,
1997). However, outcome studies lack longitudinal monitoring of parenting progress 
at different stages of a child’s development. Therefore, a greater understanding of 
training efficacy could be obtained from more longer-term studies. Tymchuk et al. 
(1987) claim that benefits can be lost after a time and that parents with learning 
disabilities would benefit more from periodic training. It is evident that training is 
also enhanced by flexible and creative ways to aid the parent’s understanding and 
cater for their individual needs.
Although the overall results are favourable, the evidence also shows that not all 
parents with learning disabilities are able to learn the necessary skills required to be 
‘adequate’ parents. Therefore, for parents who are unable to improve their child-care
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skills to an adequate level, an alternative source of help is required, i.e. continued 
assistance and/or access to assistance from a significant other. Professional support 
should be given to encourage the parent to recognise problems and actively seek 
immediate support (Tymchuk, 1992) or, as a last resort, to find substitute places of 
care for the children, i.e. with relatives or other agencies (Rosenberg & McTate, 
1982).
The important role of services and social support networks to help improve quality of 
life for both parent and child indicates there is a need for more input firom local 
services, both learning disabilities and child, to be aware of and be able to cater for 
the needs of parents with learning disabilities and their children (Woodhouse et al., 
2001). The aim is to empower and enable parents with learning disabilities to provide 
adequate parenting in the best interest of the parent and of the child.
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CHILD AND FAMILY ESSAY
“Children who have been abused 
are more likely to become abusers themselves in 
adulthood. Discuss with reference to 
assessing and intervening with such children. ”
Year 2: December 2003
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Child abuse
Children who are “suffering, or likely to suffer, significant harm” are considered, in 
the Children Act 1989, to be experiencing child abuse and/or neglect (Department of 
Health (DoH), 1999). Definitions of child abuse are broad and yaried, but encompass 
the main concepts of physical abuse, emotional abuse, neglect and sexual abuse 
(Edgeworth & Carr, 2000).
Physical abuse is the intentional infliction of physical harm (e.g. hitting, burning, 
drowning, poisoning etc.); emotional abuse is persistent emotional ill treatment (e.g. 
intentional criticisms, rejection, punishment, discouragement etc.); neglect is a 
persistent failure to meet a child’s basic care needs (e.g. food, shelter, warmth, health, 
safety etc.); and sexual abuse is where a child is enticed or forced to participate in 
sexual acts (e.g. inappropriate touching, penetratiye sex, pornography etc.) (DoH, 
1999; Edgeworth & Carr, 2000).
Cycles of abuse -  an intergenerational transmission theory
The theory of intergenerational transmission suggests that the experience of child 
abuse is transmitted from one generation to the next, e.g. an indiyidual who has been 
abused as a child will repeat his/her experiences of abuse in adulthood with their own 
children (Egeland, 1993). Most studies of intergenerational transmission focus on 
intrafamilial effects (i.e. within the family unit) because of the impact of the parental 
role in abuse and neglect; howeyer, extrafamilial influences (e.g. outside of the family 
unit) also play a part in the transmission of abuse, e.g. acts perpetrated by strangers 
and socio-cultural influences (Buchanan, 1996).
A study by the NSPCC on the preyalence of child abuse and neglect in the UK shows 
that a majority of abusers report they were child yictims of physical abuse, sexual 
abuse and/or neglect (Cawson, Wattam, Brooker & Kelly, 2000). Buchanan (1996) 
reports that studies of intergenerational transmission haye suggested rates yarying 
from 18% to 70% of abused children becoming abusers. Howeyer, Kaufman and 
Zigler (1993) postulate that the “true rate” of intergenerational transmission is 
approximately 30% of the abused population. Oliyer (1993) agrees with this 
estimated rate, but states that 50% of the two-thirds of abused children who
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discontinue the cycle remain yulnerable to the likelihood of becoming abusers. Rates 
reported in child sexual abuse (CSA) literature is higher than other abuse rates, i.e. 
approximately 40% of adolescent male sex offenders report being yictims of sexual 
abuse in childhood (Burton, Miller & Schill, 2002).
Theories supporting the intergenerational transmission hypothesis
Social Leaming theory
Social leaming theory postulates that children learn to be yerbally and physically 
aggressiye through obserying and imitating the yiolent and impulsiye behayiour of 
their parents (Bandura, 1973; Green, 1983). Aggressiye children haye been reported 
to haye more hostile, highly punitiye, critical and power-assertiye parents (Pitcairn, 
Waterhouse, McGhee, Seeker & Sulliyan, 1996) and the risk of intergenerational 
transmission of physical abuse is greater if the child experiences and/or witnesses 
situations of abuse (Widom, 1989; Heyman & Smith, 2002). Reports of CSA cycles 
suggest that inappropriate sexual behayiour is also socially learnt and transmitted 
across generations in a similar way (Faller, 1989; Ryan, 1989; Burton et al., 2002).
Clinical eyidence suggests that some children begin to show signs of abusiye 
behayiour at an early age, e.g. bullying at school, cmelty to animals and sexual 
offending (BBC News, 3^  ^ July 1998; BBC News, 9* May 2000; Cawson et. al.,
2000). These displays of abusiye behayiour are likely to be repeated in adulthood, 
because the deyelopment of aggression is potentially stable; e.g. Huesman, Eron, 
Lefkowitz & Walder (1984) found that children who displayed aggressiye behayiour 
when they were 8 years old were still aggressiye/yiolent when they were 18 years old. 
There is eyidence that low leyels of aggression in childhood can lead to yiolent and 
delinquent behayiour in adulthood (Widom, 1989; Goldstein, 1994).
Therefore, early interyention with aggressiye children appears to be the key to 
breaking repeated cycles of abuse. Behayioural interyentions with abused children 
suggest that learnt behayiours of aggression can be managed by aggression 
replacement training (ART), e.g. teaching prosocial behayiour, anger control and 
moral reasoning (Goldstein, 1994). Howeyer, ART does not directly address the issue 
of aggressiye behayiour in the parents or models of inconsistent parenting. Therefore,
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it would be beneficial for abusive parents of aggressive children to also receive 
training in aggression management and prosocial parenting skills (Gough, 1993; DoH,
2001), in conjunction with the interventions for their child.
Kolko’s (1996) study of physically abused school age children examined the use of 
individual cognitive-behavioural therapy (CBT) with both abusive parent and abused 
child. The aim was to address socially learnt behaviours and distorted cognitions, by 
examining the child and the parent’s views of family stresses and violence, teaching 
coping strategies and self-control skills, and encouraging interpersonal effectiveness 
and social competence (Kolko, 1996). Parenting skills training is often used to 
increase parental awareness of the developmental progress and basic care needs of 
their children. The aim is to enhance positive parent-child interactions, reduce further 
negative interactions, and encourage more appropriate care provision for the child, so 
that the child has a better model of parenting to learn fi'om (Gough, 1993; Edgeworth 
& Can-, 2000).
The Exchange/Social Control theory
Although social learning theory addresses the role of the abuser and the abused in the 
development of abusive behaviour, it does hot address the influence of society in 
maintaining these behaviours. Gelles (1983) postulates that intrafamilial violence is 
encouraged, because of diminished social control and responsibility for what happens 
in the privacy of a family home. He states that individuals abuse other family 
members “because they can” (p. 157) and that parents use violence toward their 
children because there is no fear that their children will strike back. He suggests that 
the rewards of intrafamilial abuse outweigh the costs and that physical chastisement is 
commonly seen as normative social order. He proposes that in order to reduce the 
likelihood of reinforcing patterns of abuse in future generations, society needs to exert 
greater control over family relations and raise the costs of intrafamilial violence (e.g. 
by implementing legal consequences, child protection orders etc.).
The ethical debate is “whether to smack or not to smack” (Buchanan, 1996) and at 
what point physical chastisement becomes abusive? Socio-cultural tolerance appears 
to differ depending on general consensus of whether an act is regarded as physical
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discipline (e.g. a slap across the legs) or unacceptable cruelty (e.g. burning a child 
with a cigarette) (Herzberger, 1983). It is important for professionals to maintain 
respect for differing cultural norms, i.e. different parenting styles and disciplinary 
methods in religious and ethnic minority families (DoH, 2001). However, a number 
of children have been known to justify aggressive/violent behaviour towards them, by 
denying/minimising the severity or viewing the act of violence as corrective physical 
discipline (Herzberger, 1983; Oliver, 1993).
Child Protection requires professionals to be able to respond to the needs of the child 
and protect them from harm, which may involve the removal of abused children into 
foster care (Gough, 1993; DoH, 1999); although some families are able to benefit 
from treatment within the home (Nichol, 1994). To optimise family dynamics, it is 
important for professionals to remember that working with abused children may 
require interventions for other members of the family, e.g. family therapy, counselling 
and education for the non-abusing parent etc. (Gough, 1993).
Therefore, professionals have the difficult task of balancing clinical judgement with 
their own anxieties around child abuse, in order to prevent overreaction to abuse 
allegations, such as the Cleveland Inquiry case where 100 children were improperly 
removed from their homes due to unfounded allegations of CSA (Farmer, 1996), or 
under responsiveness, such as the Victoria Climbie case where a fatality occurred as a 
result of delayed intervention (Haringey Area Child Protection Committee, 2002).
Learned helplessness theory
Although social control and social learning theories highlight the behavioural 
influences of intergenerational transmission, they do not address the cognitive 
implications of abuse. Seligman’s (1975) learned helplessness theory suggests that 
individuals learn to generalise feelings of failure and powerlessness through distorted 
cognitions, as a result of unsuccessful efforts to change negative situations. 
Therefore, an abused child may develop learnt helplessness and distorted cognitions 
as a defence mechanism for their inability to change their situations of abuse, and 
intergenerational transmission may occur in adulthood because the individual feels 
unable to change the patterns of violence in their life (Briere, 1992; Buchanan, 1996).
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For example, a non-abusive mother may not intervene in incidents of physical/sexual 
abuse against her child, because she feels powerless to prevent it (Rocklin & Lavett, 
1987; Faller, 1989), particularly if domestic violence also occurs (Heyman & Smith,
2002). On the other hand, learned helplessness could lead to an accumulation of 
unresolved rage, which may result in out of control emotional outbursts in adulthood, 
e.g. physical or sexual violence (Howe, Brandon, Hinings & Schofield, 1999). 
Herzberger (1983) suggests that cognitive interventions can help abused children 
rethink their social cognitions of condoning physical violence/emotional abuse, by 
considering the possibility that more positive interpersonal styles can occur between 
adults and children.
Ryan (1989) suggests that CSA victims become adult sex offenders because of 
perceived helplessness to change their behaviour, fixation with re-enacting their 
experiences, and a struggle for power and control over their cognitive confusion and 
emotional turmoil. She advocates Cognitive Behaviour Therapy (CBT) with young 
sexual abusers to increase self-awareness of actions and behaviours, explore 
misinterpretations and misrepresentations of victims and encourage victim empathy, 
and introduce alternative patterns of non-offending behaviour (Ryan, 1989; Dabash, 
Camie & Waterhouse, 1996).
Psychoanalytical theories
There is evidence that child abuse can result in long-term effects of major 
psychological disturbances (such as posttraumatic stress disorder, dissociation, 
impaired self-reference etc.), which can affect interpersonal relations and alter 
emotionality (Briere, 1992). Therefore, in some cases, long-term psychoanalytical 
psychotherapy may be more adequate in ameliorating intense traumatic distress, as it 
enables the abused child to re-enact and project their experiences of psychological 
distress in a contained environment with a ‘safe’ adult (Green, 1983).
Psychoanalytical models suggest that abused children have damaged egos with an 
unconscious drive to compulsively repeat their experiences of conflict and abuse, as a 
maladaptive coping strategy (Ney, 1988). Clinical case studies of psychotherapy with 
abused children indicate that strengthening the damaged ego in the abused child helps
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the child work through his/her trauma, through “reality testing, increasing frustration 
tolerance and encouragement of verbalisation as an alternative to repetitive physical 
re-enactment” (Green, 1983; p.237).
Green (1983) claims that repeated re-enactments in adulthood may occur if the 
traumatised psyche is not therapeutically healed and that abused children who identify 
with their aggressor will re-enact incidents of aggression as “a device for relieving 
tension, counteracting painful affects and as a pathological form of self-esteem 
regulation”; whereas children who cling to their identity as victims tend to “re-enact 
the parental hostility and rejection directed towards them (and)...frequently resort to 
self-destructive behaviour” (p.235).
Traumagenic model of child sexual abuse
Similarly, FinMehor and Brown’s (1986) traumagenic dynamics model of CSA 
suggests that transmission across generations occurs if a child identifies him/herself 
with their aggressor, as they re-enact their experiences of abuse in adulthood to 
emotionally master the trauma and feelings of powerlessness experienced in 
childhood. Whereas a child who identifies him/herself as a victim is likely to 
experience feelings of betrayal and may re-enact similar violations of trust through 
subsequent experiences of abuse (i.e. becoming victims of domestic violence) and/or 
allowing their own children to be victimised (Finkelhor & Brown, 1986; Heyman & 
Smith, 2002).
Finkelhor and Brown (1986) report that if a child sexualises their CSA experience (i.e. 
interpreting the adult’s attention as love and affection), they risk re-enacting future 
inappropriate sexualised behaviours with children, whereas children who infer 
shame/guilt from their experience of CSA may feel stigmatised and turn to substance 
abuse to cope with their trauma, which leads to situations of disinhibition and poor 
impulse control, possibly resulting in incidents of increased aggression towards 
others.
‘Kidscape’, a registered UK charity, attempts to boost the self-esteem and confidence 
of bullied and abused children by providing group assertiveness training programmes
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to help increase awareness of abuse situations and teach self-defence skills (Knights, 
Morris & Bruns, 2002). Their aim is to help children feel confident in keeping safe, 
getting away from threatening situations, and being able to tell someone if physical or 
sexual abuse has occurred. However, a number of critics (mainly from 
feminist/power schools of thought) argue that educating children to protect 
themselves against abuse places too much responsibility on the victim to protect 
him/herself, which opens the potential for self-blame in cases of failure to prevent the 
abuse (Gough, 1993). Kinacska (1990) suggests that CSA prevention programmes 
should aim to teach children to prevent abuse without assuming blame for any failed 
attempts to stop it (cited in Gough, 1993).
Attachment theory
Attachment theory postulates that representational models of past attachments with a 
primary caregiver influences working models of current parenting interactions (Howe, 
et al., 1999); e.g. women who remember being rejected as children are more likely to 
reject their own children (Main & Goldwyn, 1984). The assessment of Mother-child 
interactions using Ainsworth’s Strange Situation Procedure (Ainsworth, Blehar, Aters 
& Wall, 1978) can provide a good picture of the style of attachment a child has with 
his/her primary caregiver (Zeanah & Zeanah,'1989; Howe et al., 1999); e.g. secure 
attachment implies a normal healthy relationship; avoidant attachment implies that the 
infant has experienced rejection/emotional invalidation and has learnt to seek 
attention elsewhere; ambivalent attachment implies inconsistent interactions; whilst 
disorganised attachment implies inhibited and contradictory interactions.
Physically abused children are believed to experience more disorganised attachments, 
which may lead to aggressive and ‘controlling’ behaviours in some children (Carlson, 
Cicchetti, Barnett & Braunwald, 1989). Children with avoidant attachments are likely 
to become cognitively manipulative of others (e.g. coercing children into sexual 
abuse), whilst children with ambivalent attachments are likely to become emotionally 
manipulative and demanding adults (e.g. enmeshed relationships in families) (Howe 
et al., 1999).
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Therapeutic interventions for attachment problems seek to encourage alternative 
positive attachment relationships with a non-abusing adult (e.g. non-abusing parent, 
teacher, neighbour, therapist etc.), so that internal working models can be altered for 
the benefit of future relationships (Howe et al., 1999). Play therapy is one 
intervention, which aims to use therapeutic alliance to enable abused children to 
explore and express their feelings of distress, test boundaries of what is and isn’t 
acceptable and re-build a trusting relationship with a non-abusing adult (Green, 1983; 
Cattanach, 1992; Johnston, 1997; Maiiellen, 1997).
Ryan (1989) criticises the use of play therapy with sexually abused children, because 
she believes that repeated re-enactment only acts to solidify sexual experiences in 
preparation for real-life re-enactments, particularly if cognitive distortions are not 
appropriately dealt with. However, a number of clinical case studies report that 
repeated re-enactments in play therapy have positively enabled abused children to 
gain power over their fears, dissipate strong feelings of distress, enhance cognitive 
and social understanding of their traumatic experience, and work through triggered 
defences of aggression/poor impulse control/withdrawal (Cattanach, 1992; Johnston, 
1997; Mariellen, 1997). Ryan (1989) suggests that acting out/re-enactment should 
only be encouraged in assessment and that therapists should move on to encouraging 
the use of more adaptive coping strategies as soon as possible.
Criticisms of the intergenerational transmission theory
Critics of the intergenerational hypothesis of child abuse claim that there is limited 
empirical evidence to show that children who are abused go on to become abusers. 
They state that not all victims go on to abuse and a number of abusive adults do not 
report being abused as a child (Kaufinan & Zigler, 1987; Zeanah & Zeanah, 1989). 
The literature on CSA highlights that the rate of CSA transmission is lower than first 
believed (Burton et al., 2002; Salter, McMillian, Richards, Talbot, Hodges et al.,
2003), as supported by Glasser and colleagues who found that 65% of CSA 
perpetrators were not victims of CSA (retrospective analysis) and 41% of victims 
were not perpetrators (prospective analysis) (Glasser, Kolvin, Campbell, Glasser, 
Leitch & Farrelly, 2001).
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Kaufman and Zigler (1993) argue that the intergenerational hypothesis is overstated 
and unjustified in prejudging or discriminating a parent’s potential to become an 
abuser on the basis of their history of being abused. They state that having a history 
of being abused is only one mediating factor among many in the aetiology of child 
abuse and that intergenerational transmission is not “inevitable”. Brown, Cohen, 
Johnson and Salzinger (1998) conducted a 17-year prospective study of child abuse 
and found that there are multiple mediating factors leading to risks of child abuse, 
including demographic, familial, parental, as well as child risk factors.
Predicting intergenerational transmission
Although there are considerable criticisms of intergenerational transmission, it is 
important to remember that some children do go on to abuse and that predicting and 
preventing the potential for intergenerational transmission is still relevant, particularly 
as one-third continue the cycle and one-third remain vulnerable to continuing (Oliver, 
1993). The key question, then, is what are the risk factors involved in the 
intergenerational transmission of child abuse? Egeland, Jacobvitz and Sroufe (1988) 
proposes that although some abused children can thrive and are able to avoid 
continuing the patterns of abuse, many continue to fear the ‘inevitable’ of becoming 
an abuser. Some even fall into the pattern of “self-fulfilling prophecy”, as a result of 
learned helplessness (Kaufinan & Zigler, 1989).
A number of retrospective studies of intergenerational transmission have suggested 
that the potential risk factors for “proneness to abuse” include: a) vulnerable parents 
who have low threshold of tolerance, learning disabilities, mental health problems, 
substance abuse, negative attributions about their child, and/or history of being abused 
as an adult/child; b) vulnerable children with a physical or learning disability, poor 
IQ, temperamental or behavioural problems, poor health, and/or specific disorders 
(such as ADHD -  attention deficit hyperactivity disorder); and c) vulnerable families 
with socio-economic problems (e.g. financial or employment difficulties), marital 
problems, poor social support networks and/or stressful environments (Green, 1983; 
Kaufinan & Zigler, 1989; Buchanan, 1996; Department of Health, 1999; Edgeworth 
& Carr, 2000; Sidebotham, Heron & the ALSPAC Study Team, 2003).
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Brown et al. (1998) report that there are varying combinations of risk factors 
associated with different forms of child abuse. Their study showed that low maternal 
involvement, early separation from mothers and perinatal problems were associated 
with physical abuse; poverty and large family size were associated with neglect; 
daughters, handicapped children, deceased parent and living with step-parents were 
associated with sexual abuse; and multiple abuse situations were associated with 
maternal sociopathy and maternal youth. Brown et al. (1998) claim that the likelihood 
of child abuse and neglect increases with the number of risk factors involved, e.g. 
24% prevalence when 4 or more risk factors were present.
Burton et al. (2002) claim that intergenerational transmission of CSA is more likely to 
occur if the sexual abuse was: more forceful, occurred over a long duration, 
penetrative, and perpetrated by someone close to the victim. The risk of CSA 
transmission can potentially begin in adolescents, particularly if the victim is a male 
who has also experienced other forms of abuse, such as physical/emotional abuse, 
neglect etc. (Salter et al., 2003). It believed that sexually abused males tend to use 
externalising coping mechanisms, e.g. acting out, aggressive behaviour etc.; whilst 
females tend to internalise their feelings, e.g. self-destructive behaviour etc. (Glasser 
et al., 2001).
Potential risk factors for becoming an abusive parent can be assessed through 
screening tools for parents, such as a checklist of risk factors (Browne & Saqi, 1988) 
to identify high-risk families with the potential to commit child abuse. However, the 
accuracy of prediction is heavily reliant on honest self-reports from parents and 
complete history records.
The presence of intrafamilial child abuse may also be detected in assessment sessions 
with a child, using anatomical dolls, puppets, drawings and play therapy to determine 
whether a child has or is experiencing abuse (Johnstone, 1997). The assessor needs to 
be aware of early signs and signals for abuse in order to make accurate clinical 
judgments of the presence of child abuse. Problems of false positives can occur if a 
non-abused child has high imaginative play and/or is prone to elaboration, as there is
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evidence that even non-abused children may explore sexualised behaviours in play 
(Cattanach, 1992).
Preventing intergenerational transmission
On the basis that some children are able to discontinue the cycle of abuse, but 
continue to remain vulnerable, what factors help prevent them from re-enacting their 
childhood experiences? Edgeworth and Carr (2000) claimed that adjustment to 
abuse/neglect is dependent on: a) characteristics o f the abuse (e.g. frequency, 
severity, continued contact etc.); b) characteristics o f the family (e.g. good parental 
adjustment, minimal exposure to parental conflict, support networks, good 
relationship with non-abusing parent etc.); c) characteristics o f the child (e.g. 
resilience, physical strength, coping strategies, social supports etc.); and d) social 
systems (e.g. high levels of support, low levels of stress, supportive education etc.).
Egeland et al.’s (1988) retrospective study of adults who discontinued the cycle of 
abuse found that they differed from those who continued the cycle, as a result of 
receiving: nurturing care from a non-abusing adult in childhood, extensive therapeutic 
input in childhood or adulthood, stable intimate relationship in adulthood, and reduced 
exposure to stressful life events. Kaufman & Zigler (1989) report that a number of 
non-abusing adults are also consciously aware that they do not want to repeat the 
cycle of abusing their children.
Different personal characteristics in childhood are reported to act as resilient 
protective factors in a number of non-abusive adults, e.g. autonomy of thought, 
competency in fulfilling their own needs, good problem-solving skills, easy 
temperament, higher socio-economic status, secure attachments with non-abusing 
adults, positive social supports, good education, high IQ, high self-esteem, good self- 
control, good social understanding, social empathy and relatedness, and good sense of 
humour (Howe et al., 1999). Fantuzzo, Sutton-Smith, Atkins, Meyers, Stevenson et 
al. (1996) found that resilient peers were able to help socially withdrawn abused 
children adjust to positive social interactions and social participation, whilst Rocklin 
and Lavett (1987) report that a strong-wili, awareness of parental inconsistencies, and 
stubbornness as opposed to compliance are also good protective factors.
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A study conducted by Salter et al. (2003) on the CSA intergenerational transmission 
in males found that there were no significant protective factors to differentiate those 
who did or didn’t continue the cycle of sexual abuse. However, Glasser et al. (2001) 
claimed that protective factors for discontinuing the sexual abuse cycle include: being 
female (only 2% continue), having good self-esteem, availability of a non-abusing 
adult to talk to, positive religious development, academic and social success, strong 
personality, non-abusing parental support/protection, and good sexual knowledge.
Therapeutic interventions with abused children aim to empower the abused child, so 
that they are aware of alternative ways of interacting with others (Cattanach, 1992); 
have the opportunity to work through the emotional trauma and ameliorate long-term 
psychological and emotional effects (Green, 1983; Briere, 1992; Mariellen, 1997); 
and stabilise arrested development, so that normal development can progress once 
healing has begun (Green, 1983; Fantuzzo et al., 1996; Johnstone, 1997).
The problem with prevention is that some abused children may not come to the 
attention of professional services (e.g. hidden population) (Oliver, 1993); drop out 
rates and non-attendance may be high (Fantuzzo et al., 1996), particularly when 
attempting to explore difficult and distressing experiences; and some professionals 
may be reluctant to intervene in the privacy of family affairs (Gelles, 1983). 
Ecological validity of interventions may also differ e.g. psychotherapy in a clinic 
(Green, 1983; Mariellen, 1997) vs. home or classroom interventions (Nichol, 1988; 
Fantuzzo et. al., 1996), in a child’s abihty to generalise coping strategies to everyday 
life.
Limitations of the evidence-base for and against intergenerational 
transmission
One of the major drawbacks of comparative and review studies of intergenerational 
transmission is varying definitions of what constitutes “abuse”. Many outcome 
studies differ in their inclusion/exclusion criteria, e.g. Heyman and Smith (2002) 
excluded acts of minor violence, whereas Egland et. al. (1988) included “borderline” 
cases of physical abuse. As a result, it can be difficult to generalise clinical case 
studies and small sample populations to the general population; however, qualitative
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information is still of value to our understanding of cycles of child abuse (Oliver,
1993).
Lewis (1988) highlights that there are two types of methodology used for 
investigating intergenerational transmission of abuse; retrospective (looking back) and 
prospective (looking forwards). The use of these different methods highlights 
differences in outcome findings: retrospective studies tend to show a causality link 
between being a child abuser and being abused as a child, whilst prospective studies 
tend to show that there are multiple pathways to becoming an abuser (Kaufinan & 
Zigler, 1987; Lewis, 1988; Egeland et al, 1988; Widom, 1989; Glasser et al, 2001).
There appear to be limited outcome studies of the long-term effects of therapeutic 
interventions, e.g. the effect of childhood psychotherapy on the child’s presentation in 
adulthood -  particularly when these children become parents. This may be because 
longitudinal prospective studies can be costly, time-consuming, energy wasting and 
problematic, particularly when attempting to trace original participants (Lewis, 1988). 
Therefore, the literature base appears to be biased towards retrospective studies 
arguing in support of a causal link between being abused and becoming an abuser.
Oliver (1993) highlights that life stresses and circumstances can influence a child’s 
vulnerability, and since the progress of life is flexible and interchangeable some 
children may well revert back to potentially abusive behaviours. Are children able to 
maintain resilience in the long-term from skills taught in childhood or will they 
always be vulnerable to the likelihood of re-enacting their childhood experiences? 
Selection bias in studies, e.g. selecting one child per family of multiple victims (Salter 
et al., 2003), indicates that “identical circumstances may affect various children 
differently” (Herzberger, 1983; p.318) and the timing of a particular study may lead to 
systematic bias as “non-abusers might have become abusers in due course” (Salter et 
al., 2003; p.474).
Brown et al.’s (1998) study of comparing official records with self-reports of child 
abuse found that documentation often did not correspond with self-reports. This may 
be as a result of inaccurate record keeping (Widom, 1989), e.g. omissions of events.
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or observer bias, as well as problems with the self-reporter. However, Oliver (1993) 
found that participants in child abuse studies are likely to make errors, as a result of 
poor memory recall or idealisation of their childhoods. It is possible that the reported 
rates of intergenerational transmission may be underestimated, due to hidden 
populations of abused children as a result of denying abuse because of family secrecy 
(Faller, 1989; Oliver, 1993) and the shame of being abused (Egeland et al., 1988; 
Widom, 1989; Buchanan, 1996; Glasser et al., 2001; Burton et al., 2002).
It is also possible that abusers may not honestly report incidents of abusing, due to the 
shame and guilt of being a perpetrator (Faller, 1989; Burton et al., 2002). Egeland et 
al. (1988) claimed that some abusive parents may even elaborate their own history of 
childhood abuse as an excuse for their abusive behaviour. However, Ryan (1989) 
postulates that “children must not be allowed to use...abuse as an excuse for 
irresponsible behaviour today, or he/she may continue to do so in the future” (p.332).
Conclusion
There are a number of social and psychological theories, which suggest possible 
reasons for the transmission of abusive behaviour across generations. Social learning 
theory suggests that abusive behaviour is learnt through the observation of others; 
social control theory suggests that intrafamilial aggression is maintained by culturally 
condoning societies; cognitive-behavioural theories suggest that distorted thoughts 
and learned helpless are maladaptive coping strategies to manage emotional turmoil; 
psychoanalytical theories suggest that abused children have an unconscious drive to 
re-enact experiences of conflict; and psychodynamic theories suggest that 
intrafamilial relationships influence a child’s future relationships with their own 
children. '
Although, not all abused children go on to become abusers, there is an increased risk 
for children who have experienced and/or witnessed abuse to repeat cycles of abuse, 
particularly when faced with a combination of mediating risk factors (Brown et al.,
1998). Protective factors in childhood help an abused child break away from 
repeating cycles of abuse, such as the support of a non-abusing adult and autonomy of 
thought to enable more positive beliefs and values to be re-created. Professional
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assessment of children and their families, using a parent checklist and observations of 
children’s cognitions and behaviour, should enable identification of high-risk families 
and provide opportunities for monitoring the potential for abusive situations (Browne 
& Saqi, 1988).
Interventions for children and their families (including access to support, education, 
skills training, counselling etc.) should enhance the possibility of preventing repeated 
cycles of intrafamilial child abuse. A number of therapeutic techniques are available 
to help abused children and prevent the potential for intergenerational transmission of 
childhood experiences of abuse into adulthood, such as behavioural skills training, 
CBT, play therapy, family therapy and psychotherapy.
Prevention of intergenerational transmission appears to be effective, if an abused child 
is given the opportunity to cognitively process their traumatic experience, ameliorate 
psychological distress and confusion, rebuild secure attachments, and find alternative 
means of re-enacting unresolved feelings of rage through appropriate expression 
(Green, 1983); so that the child’s arrested development can continue to progress as 
normal. Although individual interventions with the abused child helps them work 
through emotional trauma and develop better coping strategies, interventions for 
parents and families are also required to more appropriately address problems within 
the family unit (Gough, 1993).
The debate of intergenerational transmission has been on going for over three decades 
and many of the arguments made then are still relevant today (Heyman & Smith 
2002). There is still a lack of longitudinal outcome studies on the long-term efficacy 
of therapeutic interventions in preventing repeated cycles of child abuse, and there is 
an over-dependence on retrospective studies, which are susceptible to errors in 
information gathering (e.g. fi'om records and participants). Clinical case studies 
provide limited insight into causality, but more prospective studies would enable 
better global understanding of mediating factors for intergenerational transmission -  
including the influence of being abused as a child.
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OLDER PEOPLE ESSAY
“Outline some of the major life transitions, and their 
impacts, faced in older age? What contribution can 
psychological theory and practice make to 
understanding and managing such transitions?”
Year 2: August 2004
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Old Age
The socially constructed definition of ‘old age’ is “people who haye completed their 
career in paid employment and/or child rearing” (Department of Health (DoH), 2001; 
p.3), namely anyone who is of retirement age -  usually after the age of 60 for women 
and 65 for men. People aged 65-74 are deemed as ‘young-old’ and people aged 75 
and aboye as ‘old-old’ or elderly (Stokes, 1992). In the UK, increasing numbers of 
elderly people are Hying up to the age of 85 and aboye (DoH, 2001).
Major Life Transitions
Gerontological studies show that older people are likely to experience a number of 
significant changes oyer the course of their life, particularly in late life where an 
indiyidual will experience age-related changes in their biological, social and 
psychological deyelopment (Stokes, 1992).
Biological changes
One of the major transitions in older age is the increasing change in physical 
appearance and deterioration in physical health, due to age-related decline in 
biological structure and functions. Neurobiological changes influence an older 
person’s cognitiye ability (e.g. attention, intellect and memory) (Stuart-Hamilton,
1999), whilst skeletal changes influence motor co-ordination, actiyity and mobility 
(Whitboume, 1998). As a person enters old age, they are more susceptible to organic 
illnesses (e.g. cardioyascular, respiratory, pulmonary and neurological diseases), as 
well as haying an increased potential for experiencing physical injury/disability (e.g. 
hip injuries from falls) (Clarke-Stewart, Perlmutter & Friedman, 1988; Stokes, 1992; 
Whitboume, 1998; DoH, 2001). Although the majority of these health circumstances 
are likely to occur at some point in old age, age-related physical decline is yariable in 
how and when it affects people (Schulz & Heckhausen, 1996). For example, one 
person may experience the onset of osteoarthritis at the age of 60, whilst another 
person may not experience any specific health problems until his 70s.
Social changes
In conjunction with physical changes, older people are also likely to experience 
transitions in their social circumstances. Cunningham and Brookbank (1988)
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proposed that social transitions occur in four areas: life (i.e. from middle age to old 
age), occupation (i.e. from working to retirement), family (i.e. from parenthood to an 
empty nest and onto widowhood) and economy (e.g. from maintaining financial 
independence to becoming dependent on others) (cited in Stokes, 1992). Such 
transitions are likely to influence an indiyidual’s sense of self and identity within their 
family and in the wider community (Marris, 1991). For example, retirement may 
haye a negatiye effect on an older person, as a result of their difficulties adjusting to 
changes in their social status (e.g. from a family proyider to a pensioner), the role 
reyersal of haying to be dependent on their adult children for support, and marital 
adjustment (e.g. most couples retire around the same time and find that they haye to 
get use to spending more time with their spouse) (Hurlock, 1980). On the other hand, 
if an older person has been looking forward to and has been planning for a time of 
leisure in retirement, they may experience positiye adjustment and adaptation.
Social transitions tend to be defined by socially constructed age-graded systems (i.e. 
what is perceiyed by society as the ‘norm’) (Stokes, 1992; Schulz & Heckhausen, 
1996). For example, most men are expected to retire at the age of 65. Some choose 
to take yoluntary retirement, whilst others are forced to retire because of their age. It 
is a common social perception that a man of 65 will be “less efficient and adaptable, 
slower and weaker” than a younger worker (Clarke-Stewart et al., 1988; p.579), eyen 
if the man in question is a highly competent and healthy indiyidual. This kind of 
social belief does not take into consideration indiyidual differences in social capability 
and usually leads to general misconceptions of older people, e.g. negatiye stereotypes 
of old people being non-productiye and a social burden (Stirling, 1996).
As well as changes in social roles, older people are also likely to experience a greater 
number of stressful life eyents associated with late life, e.g. increasing experiences of 
loss such as loss of health, loss of significant relationships, loss of control and loss of 
independence/autonomy (Stirling, 1996). For example, older people tend to 
experience increasing bereayement situations of significant others (e.g. spouse, 
family, friends), which require greater readjustment strategies than in younger 
cohorts, due to the higher probability of withdrawal, disengagement and isolation with 
diminishing social relationships (Murrell, Norris & Grote, 1988; Flinders, 2003). The
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indiyidual may also haye taken on the role of caregiyer prior to their loyed ones’ death 
(Zarit & Edwards, 1999), and/or undergone the stress of considering nursing care 
(Sugarman, 1990).
Psychological changes
The biological and social changes in late life can haye a psychologically distressing 
effect on an older aged indiyidual, particularly if the indiyidual is haying problems 
adjusting to these changes. The experience of multiple losses, stressful life eyents and 
eyents threatening social identity can lead to feelings of uncertainty, which could 
result in loss of self-esteem (Marris, 1991) and reduced ability to exert control 
(Woods, 1999). With increasing feelings of yulnerability and frailty, fears of aging 
and age discrimination may reinforce negatiye self-perceptions of helplessness and 
hopelessness in older people (Moorey, 1996; Coleman & O’Hanlon, 2004). The 
deaths of family and friends are likely to influence the older person’s reflection of 
their own mortality, e.g. increasing awareness that their own life is finite, anticipation 
for the time that is left and expectations of death and dying (Schulz & Heckhausen, 
1996). The preyalence of mental ill health in older people (namely depression and 
anxiety) has been found to be positiyely correlated to stressful life eyents, lack of 
social supports, weak resources, decrease in quality of life, and long standing 
difficulties with physical health (Murrell et al., 1988; Bradley, 1997; The Office of 
National Statistics (ONS), 2003). Coleman and O’Hanlon (2004) state that “ill-health 
and the other stresses of late life may lead to self-absorption with one’s own 
problems” (p.22).
Lifespan Developmental Model of Aging
There haye been a number of psychological models exploring the normatiye aging 
process and deyelopmental adjustment to life transitions across the lifespan. One of 
the main schools of thought is Erik Erikson’s (1963/1982) lifespan deyelopmental 
model. He proposed that an indiyidual’s life cycle is a dynamic process completed in 
eight stages. The eighth stage is old age, where a person experiences a conflict 
between attaining ego integrity (i.e. a sense of self-satisfaction with thé life liyed) and 
feelings of despair (e.g. a sense of multiple losses and failures and negatiye
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anticipation for the end of one’s life) (Erikson, 1982). Erikson proposed that a 
balance between the two is required in order to obtain ‘wisdom’ in old age.
Successful deyelopment (e.g. retention of ego integrity) in the 8^  ^ stage is belieyed to 
be a result of “feeling that life’s goals haye been attained, acceptance of one’s life 
without regret, harmony between past, present and anticipated future, and a loss of 
fear of death” (Stokes, 1992; p.21). On the other hand, unsuccessful aging 
deyelopment (e.g. open despair) results in a “feeling that one has failed and does not 
haye the time to attempt another life or an altematiye road to integrity” (Coleman & 
O’Hanlon, 2004; p. 18). Although it is rare for total ego-integrity to be achieyed, a 
number of older aged indiyiduals effectiyely cope with and adapt well to late life 
transitions in the 8^*^ stage of life (Stokes, 1992).
Erikson’s deyelopmental theory (1963/1982) highlights how maintaining a sense of 
self is an important aspect of coping with life changes. In 1998, Joan Erikson 
extended her husband’s original model of deyelopment by incorporating a 9^  ^ stage, 
based on her own and her husband’s extreme late life experiences (Erikson, 1998). 
She proposed that deyelopment continues beyond the 8^  ^stage, and that confrontation 
of the aging self does not actually occur until extreme late life, where preyiously 
resolyed crisis points are reyisited. It is belieyed that older people tend to seek a 
“final identity” towards the end of their liyes (Vailliant, 1998), so that they can re­
define themselyes and appease the “need to be needed” (Erikson, 1963; p.266), 
namely yalidation in society. The search for ‘meaning’ and acceptance of the life that 
has passed is central to transition adjustment in late life (Marris, 1991), e.g. “What has 
my life been about?” and “What is to become of me?”
We should bear in mind that, in light of Erikson’s proposed stages of deyelopment, 
differences in yalues, attitudes and beliefs are likely to occur over time, e.g. socio­
cultural influences in the context of history (Stems & Alexander, 1977). For example, 
60 year olds in the 1960s may haye had different attitudes and beliefs to 60 year olds 
in 2004; which might explain why there are differences in yalues across cohorts. It is 
belieyed that cohort differences are due to differences in educational and occupational 
opportunities oyer time (Gatz, Kasl-Godley & Karel, 1996).
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Adjustment to Late Life Transitions
Agren (1998) conducted a longitudinal qualitatiye study, which identified seyen 
patterns of adjustment used by older aged people to manage difficult life situations. 
She found that well-adjusted indiyiduals tended to use self-realisation strategies to 
achieye a meaningful yiew of life, mature aging strategies to yiew aging as a natural 
process, or adaptation strategies to help the indiyidual accept the circumstances they 
are in, but with continued efforts to make life better. Those who did not adjust well 
tended to use dependency strategies (i.e. reliance on others for emotional, physical and 
social support), resignedly accepted their circumstances but remained dissatisfied 
with life (due to neither compensating for losses nor seeking supports), openly 
despaired oyer feelings of helplessness and loneliness, or used strategies to withdraw 
from daily life into a world of their own. These categories of adjustment reflect 
Erikson’s deyelopmental conflict in the 8^*^ stage, i.e. self-realisation is the attainment 
of wisdom and ego-integrity, whilst withdrawal and despair are at the other end of the 
extreme.
Problems adjusting to late life can be attributed to a shift in gains and losses in old 
age, e.g. losses become more prominent than in earlier stages of a person’s life and 
begin to outweigh the gains (Heckhausen, Dixon & Baltes, 1989). The higher 
likelihood of pathology, and a decrease in adaptiye/reserye capacity, contributes to a 
reduced ability to cope with increasing negatiye changes in old age (Lachman & 
Baltes, 1994). Lazarus (1998) proposed that the way an indiyidual interprets their 
situation and how they perceiye they will be able to manage it influences how well 
they will cope. For example, the impact of late life transitions will differ for different 
people, due to heterogeneity in an indiyidual’s personal characteristics (e.g. 
personality traits, resilience to problem situations, ability to manage preyious 
experiences, ability to adapt/adjust to changes etc.) and the social characteristics of 
the life eyent (e.g. socio-cultural/historical context, nature of the eyent/situation, 
enyironmental influences, etc.) (Murrell et al., 1988; Sugarman, 1990; Marris, 1991; 
Lachman & Baltes, 1994; Linsey, 1996; Schulz & Heckhausen, 1996; Coleman & 
O’Hanlon, 2004).
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Gerontological studies tend to differentiate between ‘successful’ agers (i.e. people 
who haye experienced little or no loss of function), ‘normal’ agers (i.e. people who 
haye experienced mainly non-pathological age associated changes with no seyere 
physical or mental illness), and ‘pathological’ agers (i.e. people who haye experienced 
seyere impairments, resulting in organic, cognitiye or emotional disorders) (Lachman 
& Baltes, 1994; Schulz and Heckhausen, 1996; Coleman & O’Hanlon, 2004). The 
aim is not just to look at the losses of adyancing age, but also the positiye aspects and 
potential for further deyelopment (Brown & Lowis, 2003). Baltes and Baltes (1990) 
proposed a model of ‘successful aging’ through compensating for late life losses by 
selectiyely optimising a person’s adaptiye strengths and potential. Therefore, the key 
to successful adjustment in late life transitions is belieyed to be in the use of 
“compensatory skills for, and coping with, failure and decline” (Schulz and 
Heckhausen, 1996; p.706).
Successful aging can be measured objectiyely through assessing leyels of functional 
performance (e.g. physical ability, cognitiye ability, affect, creatiyity and social 
relations), or subjectiyely through determining an indiyidual’s satisfaction with their 
personal attainments (e.g. goals and aspirations) (Schulz and Heckhausen, 1996). 
Howeyer, measures of success may yary across time (within and across indiyiduals) 
and differences may occur across different socio-cultural contexts. Therefore, 
although some indiyiduals may experience difficulties adjusting to late life, there is 
eyidence that a number of older people are able to adapt well (Woods, 1994a). In 
comparison to older people liying earlier in the 20^  ^ century, today’s older aged 
indiyiduals are reported to be better in health, actiyity, fluency and inyolyement 
(Murrell et al., 1988). Coleman, Aubin, Robinson, lyani-Chalian and Briggs (1993) 
found that positiye attitudes towards aging, self-belief in actiyeness and a robust • 
community of beliefs are the key elements to maintaining high self-esteem and 
resilience against depression in late life (cited in Stirling, 1996). Erikson’s 
deyelopmental theory suggests that in order to come to terms with the end stage of 
life, an indiyidual needs to accept one’s own ending, that life goes on and that society 
continues after one’s death (Coleman & O’Hanlon, 2004).
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Clinical Psychological Interventions
Psychological theory informs us about the developmental process of normal aging, 
and psychological practice is implemented for the purpose of helping maladaptive 
indiyiduals (e.g. older people experiencing difficulties adjusting to late life). There 
are a variety of interventions available to help older aged individuals, e.g. 
psychotherapy, life review, narrative therapy, medication, systemic approaches etc. 
For the purpose of this study I will be focusing on how cognitive behavioural therapy 
and family therapy aid adjustment in late life transitions.
Clinical psychological interventions are mainly used for ‘pathological’ agers and 
caregivers experiencing difficulties (e.g. family members or nursing staff), in relation 
to maintaining mental health and well-being. However, in clinical practice, it can be 
difficult to distinguish between normal adjustment processes and pathological 
disorders (Sugarman, 1990; Davies, 1996; Schulz & Heckhausen, 1996), e.g. At what 
point does grief after the loss of a spouse in old age become ‘morbid’ grief? 
Therefore, clinical judgement is required to know how and when to intervene.
One of the main reasons why it is difficult to differentiate between normal and 
pathological processes is that older people tend to somatise their difficulties, which 
makes it difficult for professionals to differentiate between physical health problems 
and emotional disorders (Kasl-Godley,. Gatz & Fiske, 1998). Older people tend to 
lack awareness of psychological problems, so are less likely to seek help socially or 
professionally (Weiss, 1994). Cultural and intergenerational differences may inhibit 
an older person’s willingness to disclose, due to social attitudes about coping 
with/managing stress and/or accepting help from others (Weiss, 1994; Zarit & 
Edwards, 1999; Owusu-Bemph, 2002). Socio-cultural influences on age 
discrimination may also result in professional misconceptions about an older person’s 
ability to change for the better, due to social beliefs that older people are rigid 
thinkers, unwilling to change, lack hope or inspiration and are over dependent 
(Flinders, 2003). However, the aging process has been shown to be plastic and 
modifiable, even in late life (Lachman & Baltes, 1994), which discounts the belief 
that older people are too rigid to change.
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Cognitive Behavioural Therapy, Pathological disorders and Adverse Life Events 
The vulnerability of older people to specific life stressors (Beck, 1996) and negative 
perceptions of adverse life events (Moorey, 1996) influence the development of 
emotional disorders such as depression and anxiety. It has been shown that the 
development of late life psychopathology depends upon an interaction between 
vulnerability (e.g. biological and psychological propensity), and the occurrence of 
stressful life events (Gatz, Kasl-Godley & Karel, 1996). With both an underlying 
potential to develop a psychopathological disorder and the experience of increasing 
life stresses, an individual may easily cross the threshold from being mentally well to 
mentally ill.
The most common mental health problem reported amongst the elderly is depression 
(Lachman & Baltes, 1994), with high reported rates of suicide or a wish to die due to 
a desire to alleviate burden on carers/family/society and relieve the stresses of aging 
(e.g. pain, loneliness, fear etc.) (Flinders, 2003). However, according to Joan Erikson, 
the 9*^  stage of development is a time for natural reflection on the life past (Erikson, 
1998). Therefore, as elderly individuals reach extreme late life and become less 
involved in society, professionals need to be aware that they do not mistake 
withdrawal for introspection as unhappiness or dementia (Brown & Lowis, 2003).
Cognitive behavioural therapy (CBT) is a useful intervention to help individuals with 
emotional disorders (Beck 1976). Beck’s theory of psychological distress suggests 
that negative moods are maintained by distorted thinking patterns and systemic errors 
in information processing (Beck, Rush, Shaw & Emery, 1979). However, what 
happens when feelings of low mood are rational, e.g. as a result of adverse life events 
where negative thoughts are accurate and realistic (Moorey, 1996). Moorey (1996) 
reports that pathological disorders are likely to develop depending on how an 
individual interprets their circumstances. For example, an older person who 
experiences bereavement after the death of a spouse may think, ‘T’ve lost my husband 
and 1 will miss him very much”, or “I’ve lost my husband and will never be happy 
again”. The latter statement is in line with Beck’s theory of cognitive distortions and 
cognitive restructuring would help the individual alter their maladaptive beliefs 
(Lachman & Baltes, 1994). The older person’s potential to experience a greater
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number of losses can lead to feelings of inability to control changing circumstances. 
Therefore, in the face of adversity, CBT may help to ameliorate dysfunctional 
thinking, e.g. in the grieving widow who sees no hope of things getting better in the 
future (Moorey, 1996).
Beck (1996) claims that although CBT was developed to help pathological emotional 
disorders, it is also relevant to the management of normal “moods”. With increasing 
frailty and shortened time perspective, old-old aged people are reported to make 
greater use of cognitive strategies, rather than the practical strategies they used when 
they were younger, to cope with the changing demands of their life (Agren, 1998). 
For example, Agren (1998) found that a number of 92-year-olds highlighted that they 
were trying to take things one day at a time, had lost interest in activities they can no 
longer do, and were substituting things they can’t do with things that they could. 
Participants reported that these strategies helped them keep up a feeling of 
independence, exert some control over their life, experience a sense of self-esteem, 
and maintain their integrity. It is believed that older people require strategies for 
creating a sense of control, predictability and safety (Coleman & 0 ’Hanlon, 2004). 
Therefore, cognitive strategies can facilitate adjustment by helping the individual 
reframe their adverse circumstances into a more ‘acceptable’ light.
At the end stage of life, the majority of old aged people will exhibit ‘fears’ about their 
uncertain future (Marris, 1991). Therefore, it is important to consider whether these 
fears are part of the normal process of growing old as opposed to pathological 
disorders. For example, older people are more likely to experience elevated feelings 
of anxiety about their decline in health, fear of loneliness, anticipated losses and 
expectations of dying (Davenhill, 1989). They are aware that they will experience 
greater health problems than when they were younger and, thus, are more likely to 
have heightened awareness of their own bodies -  possibly in anticipation of problems 
occurring. This makes it difficult for professionals to accurately distinguish between 
psychosomatic symptoms of anxiety and actual physical health problems. Therefore, 
older people will often undergo multiple investigations to identify the factors 
influencing their physical symptoms, namely to separate organic from non-organic 
causations of depression and anxiety (Lachman & Baltes, 1994). Unfortunately, the
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cognitive model does not account for organic influences or the biochemical 
requirements of medical interventions (Weissenberger & Rush, 1996). However, 
cognitive strategies can be used in pain management through the learning of 
distraction and relaxation techniques (Woods, 1999).
One of the limitations of CBT is that it is focused individualistically and does not 
account for the wider influences of socio-cultural/familial factors (Owusu-Bemph, 
2002), e.g. the dynamic process that occurs during adjustment and the impact it has on 
family and social contacts. Therefore, although CBT is useful in helping the 
individual increase self-awareness and self-efficacy in managing their problems with 
adjustment, it does not incorporate strategies to help the family of the individual 
manage their difficulties in the individual’s aging development. Involving the family 
can be an important aspect of coping with adjustment in particular life transitions, 
especially where a more systemic approach would be better for addressing such 
issues.
Family Therapy. Family Dynamics and Caregiving
As an individual enters old age, changes in their relationship with their spouse are 
likely to occur along with the other life changes. For example, an older marriage may 
exhibit challenges as a result of difficulties adjusting to role reduction (i.e. where an 
individual believes their status in society has been reduced, particularly post­
retirement and post-parenthood) and role reversal (i.e. where an individual re-orients 
their focus and takes on their spouse’s role, such as the retired man who re-focuses his 
attention on his home life) (Birchler & Fals-Stewart, 1996). These challenges can 
lead to domestic power struggles as each person tries to re-defme their role within the 
family. Therefore, couple counselling for the older couple may help facilitate 
communication and resolve conflict in the re-definition of roles.
Problem solving, information seeking and making good use of social supports can 
help reduce feelings of tension that may arise from late life transitions (Stone, Helder 
& Schneider, 1988). If older individuals withdraw and isolate themselves from 
society as a result of depressed mood, working with the person’s social support 
network (i.e. significant family members) could help reverse the disengagement
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process (Flinders, 2003). The family could aid the older aged individual in re­
engaging with society, by helping them re-discover themselves, find a ‘purpose’ to 
living/existing, stimulate new or old interests, encourage/maintain activity, and 
provide love, care and validation (Flinders, 2003). However, as stated before, 
therapists need to be wary that they and the family are not interfering with an 
individual’s choice to withdraw for introspection and reflection of their past life 
(Brown & Lowis, 2003).
Consideration is also needed in understanding that members of the family are at 
different stages of their aging development and there are likely to be intergenerational 
differences in what is viewed as significant or important in life, e.g. the older aged 
individual may not agree with other younger family members. This intergenerational 
difference would also influence the relationship between the therapist and the older 
person (Davenhill, 1989), e.g. by affecting the therapeutic alliance, if the older person 
does not feel that the younger, healthier therapist understands the sufferings that 
accompany old age, or if they believe that the young therapist is more likely to 
collude with their young family.
Another transition that would benefit from ‘family’ involvement in therapy would be 
where family members are involved in caregiving (e.g. as a result of physical 
disability, frailty, organic illness or mental decline). The demands of caring for a 
loved one can lead to symptoms of anxiety, depression and stress for the carer 
(Cavanaugh, 1998), which is likely to influence the dynamics of the family and could 
lead to decreased feelings of self-esteem and the development of dysfunctional ways 
of coping (i.e. increase in family conflicts) (Zarit & Edwards, 1999).
Cavanaugh (1998) makes a distinction between caring for a spouse and caring for a 
parent. He reports that caring for a spouse requires a shift in shared responsibility in 
the relationship and that care-giving spouses often have decreased marital satisfaction, 
due to loss of companionship and intimacy. Caring for a parent often places a strain 
on parent-child relationship, which could affect the quality of care given, due to the 
adult child’s loss of independence, difficulty coping with their parent’s declining 
functionality, negative feelings (e.g. anger, anxiety, depression, resentment and guilt).
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concerns about financial support (e.g. for parent or themselves, if they gave up their 
job to care for their parent), and split loyalties between caring for their parent and 
caring for their own children/husband. The socio-cultural influence on perceptions of 
old age also means that older aged individuals may have feelings of shame and fear 
regarding physical, emotional and social dependency (Flinders, 2003). Therefore, 
there may be a reluctance to accept the role reversal of being dependent on their adult 
children/spouse for care.
Unfortunately, in some cases, increased incidents of stress and family conflict 
inadvertently lead to incidents of elder abuse, either from the carer against the elderly 
individual or from the older aged person against the carer (Wolf, 1998). Wolf (1998) 
gives three examples of possible scenarios for elder abuse: The abusive adult child 
and the elderly parent -  where maltreatment may be due to pathological personality, 
acute stress, social isolation, financial difficulties, vulnerability of the elder person, 
and prolonged and profound relationship between adult child and parent. The 
aggressive Alzheimer’s patient and family caregiver -  where violent behaviour occurs 
as a result of frustration on the part of the cared for and/or the care giver, cognitive 
impairment in the patient with dementia, functional dependency of the patient, nature 
of relationship between carer and cared for. The older person and the abusive spouse 
-  where maltreatment may have been occurring for years, but the abuse was 
previously undetected.
The aim of family therapy is to help reduce the burden felt by frustrated family 
members by facilitating open and honest communication, allowing expression and 
management of emotions (e.g. anger, anxiety, grief etc.), exploring family functioning 
(e.g. scheduling time for caregiving and time away from caregiving), 
regulating/resolving family conflicts, establishing sources of social support (e.g. 
respite care, support groups, nursing care etc.), and problem-solving (e.g. behavioural 
management, stress reduction etc.) (Woods, 1994b; Thomas, Hasif & Pradere, 1997; 
Cavanaugh, 1998). As with individual psychotherapy, where the older aged 
individual seeks to re-defme their identity, it is also important for the family to re­
define their changing roles and to seek validation of their identity within the family 
unit. This should help the family cope better with facing the aging future together.
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However, if carer-giving becomes too much for a family, the option of nursing care 
may be considered. It is common for adult children to have fears of 
abandonment/murder and feelings of disloyalty after placing their elderly parents in 
nursing homes (Flinders, 2003), which may require further family intervention to help 
with adjustment.
Although family therapy enables us to widen the scope of aging adjustment to the 
older aged individual’s social network, it is important to consider the influences of the 
wider community on family beliefs, e.g. cultural implications, traditions, social 
perceptions, community protective factors etc. (Owusu-Bemph, 2002). Coleman 
(2004) reports that western beliefs in spirituality and religion provide an existential 
meaning to life and have been reported to positively contribute to an individual’s 
ability to better adjust to and cope with life crises, such as bereavement. However, 
not enough is know about ethnic socio-cultural differences, despite the growing 
numbers of older people in ethnic minority communities (DoH, 2001). It is believed 
that this is due to ethnic-minority cultural beliefs that they are best able to cope with 
their own problems without the help of voluntary or statutory agencies (Owusu- 
Bemph, 2002). However, there is a need for greater cultural awareness of the 
implications of life stresses/transitional norms for ethnic-minority families, as most 
interventions for adjustment to aging transitions are based on Western ideology. It 
could be said that elderly people are a minority group in themselves and that with 
changing culture and social expectations, professionals need to keep up to date with 
current attitudes and values in present day elders.
Conclusion
Major life transitions in older age occur in biological, psychological, and social areas 
of a person’s life. As the person enters old age, they experience an increasing number 
of losses, and ability to cope or adjust to these circumstances depends on the 
individual’s capacity for resilience and adaptation, as well as the socio-environmental 
influences of the event. In light of the varying presentations of psychological 
difficulties in older age transitions, as a result of individual, social and cultural 
differences, it is important for individuals to have a choice of interventions, which 
best meets the needs of their specific problems. It is the right of the individual to
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choose which treatment they receive; however, the reality is that not many older 
people are aware of the potential choices and there is a need for public awareness in 
promoting availability. Unfortunately limited resources and access to services (e.g. 
due to long waiting lists and few trained professionals) means meeting the needs of an 
older person is likely to be a challenge.
Psychological theories, such as Erikson’s Lifespan Developmental Model (1982), 
have contributed to our understanding of the normative process of aging. The 8^  ^and 
9^  ^ stage of life appear to be a time for reflection of the life that has passed and an 
acceptance of the anticipated future. Baltes and Baltes (1990) proposed that 
successful aging is in the ability to ‘select’ a weakness, ‘optimise’ potential, and 
‘compensate’ for losses. Psychological practice aims to help older individuals who 
are using maladaptive means to cope with transitions. CBT and family therapy have 
been effective methods of helping individuals having difficulty adjusting to late life 
transitions. CBT has been used to help ameliorate dysfunctional thinking and 
maladaptive beliefs in the management of depression and anxiety, in the face of 
adverse life events; and cognitive strategies have been useful in facilitating adjustment 
by helping older individuals reframe their adverse circumstances into a more 
‘acceptable’ light. However, there is a need for professionals to be aware of the 
distinction between organic and pathological causations of difficulties in late life. 
Whilst family therapy has been useful in helping the process of family dynamics 
during adjustment to major life transitions, e.g. through facilitating communication, 
resolving conflicts, encouraging problem-solving, use of social supports, and helping 
the family re-defrne their roles and identity.
76
JCY Lam _________ ___________________ ______________ Older People Essay
References
Agren, M. (1998). Life at 85 and 92: A qualitative longitudinal study of how the 
oldest old experience and adjust to uncertainty of existence. International Journal of 
Aging and Human Development, 47(2), 105- 117.
Baltes, P. & Baltes. M. (1990). Successful Aging: Perspectives from the Behavioral 
Sciences. NY: Cambridge University.
Beck, A. T. (1976). Cognitive Therapy and the Emotional Disorders. NY: 
International Universities Press.
Beck, A.T. (1996). Beyond Belief: A theory of modes, personality and 
psychopathology. In P. Salkovskis (Ed.) Frontiers o f Cognitive Therapy. NY: 
Guildford Press.
Beck, A.T.; Rush, A.J; Shaw, B.F. & Emery, G (1979). Cognitive Therapy o f 
Depression. NY: Guildford Press.
Birchler, G. & Fals-Stewart, W. (1996). Marital Discord. In M. Hersen & V. Hasselt 
(Eds.) Psychological Treatment o f Older Adults: An Introductory Text. NY : Plenum.
Bradley, C.L. (1997). Generativity-Stagnation: Development of a Status Model. 
Developmental Review, 17, 262 -  290.
Brown, C. & Lowis, M. (2003). Psychosocial development in the elderly: An 
investigation into Erikson’s ninth stage. Journal o f Aging Studies, .17, 415 -  426.
Cavanaugh, J. (1998). Caregiving to Adults: A Life Event Challenge. In 1. Nordhus; 
G. VandenBos, Berg & Fromholt (Eds.) Clinical Geropsychology. Washington: 
American Psychological Association.
Clarke-Stewart, A.; Perlmutter, M. & Friedman, S. (1988). Lifelong Human 
Development. NY : Wiley & Sons.
Coleman, P. (2004). Spirituality, religion, health and well-being in later life. Health 
Psychology Review, 13(2), 9 -1 7 .
Coleman, P. & O’Hanlon, A. (2004). Ageing and Development: Theories and 
Research. NY : Oxford University Press.
Coleman, P.; Aubin, A.; Robinson, M.; Ivani-Chalian, C. & Briggs, R. (1993). 
Predictors of depressive symptoms and low self-esteem in a follow-up study of 
elderly people over 10 years. International Journal o f Geriatric Psychiatry, 8, 343 -  
349.
Cunningham, W. & Brookbank, J. (1988). Geronotology: The Psychology, Biology 
and Sociology o f Aging. New York: Harper and Row.
77
JCY Lam_______________________________ Older People Essay
Davenhill, R. (1989). Working Psychotherapeutically with Older People. Clinical 
Psychology Forum, 23, 27 -31 .
Davies, A. (1996). Life events, health, adaptation and social support in the clinical 
psychology of late life. In R.T. Wood (Ed.) Handbook o f the Clinical Psychology of 
Ageing. Oxford: Wiley & Sons.
Department of Health (DoH) (2001). National Service Framework for Older People. 
London: HMSO.
Erikson, E.H. (1963). Childhood and Society. WI'.'Norton.
Erikson, E.H. (1982). The Life Cycle Completed: A Review. NY: Norton.
Erikson, E.H. (1998). The Life Cycle Completed. Extended version with new 
chapters on the ninth stage by Joan M. Erikson. NY : Norton.
Flinders, S. (2003). The Internal Struggle of Aging. Journal for the Psychoanalysis 
of Culture and Society, 8(2), 258 -  262.
Gatz, M.; Kasl-Godley, J. & Karel, M. (1996). Aging and Mental Disorders. In J. 
Birren & K. Warner Schaie (Eds.) Handbook o f Psychology o f Aging (4^  ^Edition). 
California: Academic Press.
Hurlock, E. (1980). Developmental Psychology: A Life-Span Approach (5‘*^ Edition). 
NY: McGraw-Hill.
Heckhausen, J.; Dixon, R. & Baltes, P. (1989). Gains and Losses in development 
through out adulthood as perceived by different adult age groups. Developmental 
Psychology,25,\^9-\2\.
Kasl-Godley, J.; Gatz, M. & Fiske, A. (1998). Depression and Depressive Symptoms 
in Old Age. In 1. Nordhus; G. VandenBos, Berg & Fromholt (Eds.) Clinical 
Geropsychology. Washington: American Psychological Association.
Lachman, M. & Baltes, P. (1994). Psychological Aging in Lifespan Perspective. In 
M. Rutter & D. Hay (Eds.) Development Through Life: A Handbook for Clinicians. 
Oxford: Blackwell Scientific.
Lazarus, R. (1998). Coping with Aging: Individuality as a Key to Understanding. In 
1. Nordhus; G. VandenBos, Berg & Fromholt (Eds.) Clinical Geropsychology. 
Washington: American Psychological Association.
Linsey, P. (1996). Lifespan Journey: Ourselves and Others. London: Hodder & 
Stoughton.
Marris, P. (1991). The social construction of uncertainty. In C.M. Parkes, J. 
Stevenson-Hinde & P. Marris (Eds.) Attachment across the Life Cycle. London: 
Routledge.
78
JCY Lam_______________  Older People Essay
Moorey, S. (1996). When bad things happen to rational people: cognitive therapy in 
adverse life circumstances. In P. Salkovskis (Ed.) Frontiers o f Cognitive Therapy. 
NY : Guildford Press.
Murrell, S. Norris, F. & Grote, C. (1988). Life Events in Older Adults. In L.H. 
Cohen (Ed.) Life Events and Psychological Functioning: Theoretical and
Methodological Issues.. Newbury Park: Sage.
Owusu-Bemph, K. (2002). Culture, self, and cross-ethnic therapy. In B. Mason & A. 
Sawyerr, A. (Eds.) Exploring the Unsaid: Creativity, Risks, Dilemmas, in Working 
Cross Culturally. London: Kamac.
Schulz, R. & Heckhausen, J. (1996). A Life Span Model of Successful Aging. 
American Psychologist, 51(7), 702 -  714.
Stems, H. & Alexander, R. (1977). Cohort, Age and Time of measurement: 
biomorphic considerations. IN D.N. Data & H. Reese (Eds.) Lifespan developmental 
psychology: dialectualperspectives on experimental research. NY: Academic Press.
Stirling, E. (1996). Social Role Valorization: Making a Difference to the Lives of 
Older People? In R.T. Woods (Ed.) Handbook o f the Clinical Psychology o f Ageing. 
Chichester: Wiley & Sons.
Stokes, G. (1992). On being old: The psychology o f later life. London: The Falmer 
Press.
Stone, A.; Helder, L. & Schneider, M. (1988). Coping with Stressful Life Events. In 
L.H. Cohen (Ed.) Life Events and Psychological Functioning: Theoretical and 
Methodological Issues. Newbury Park: Sage.
Stuart-Hamilton, 1. (1999). Intellectual Changes in Late Life. In R.T. Woods (Ed.) 
Psychological Problems o f Ageing: Assessment, Treatment and Care. Chichester: 
Wiley & Sons.
Thomas, P.; Hasif, T. & Pradere, P. (1997). A systemic look at Alzhiemer’s disease: 
management of the demented elderly person’s family using the systemic method. 
Review in Psychiatry, 22{l),2>-\2.
The Office of National Statistics (ONS) (2003). The Mental Health o f Older People. 
London: TSO.
Vailliant, G. (1998). Adaptation to Life. Cambridge: Harvard University Press.
Weiss, K.J. (1994). Management of anxiety and depression syndromes in the elderly. 
Journal o f Clinical Psychiatry, 55(sup.), 5 -1 2 .
Weissenberger, J. & Rush, A. (1996). Biology and cognitions in depression: does the 
mind know what the brain is doing? In P. Salkovskis (Ed.) Frontiers o f Cognitive 
r/zeropy. NY: Guildford Press.
79
JCY Lam______________ _______________________________Older People Essay
Whitboume, S. (1998). Physical Changes in the Aging Individual: Clinical 
Implications. In I. Nordhus; G. VandenBos, Berg & Fromholt (Eds.) Clinical 
Geropsychology. Washington: American Psychological Association.
Wolf, R. (1998). Domestic Elder Abuse and Neglect. In 1. Nordhus; G. VandenBos, 
Berg & Fromholt (Eds.) Clinical Geropsychology. Washington: American 
Psychological Association,
Woods, R.T. (1994a). Problems in the elderly: Investigation. In S.J.E. Lindsay & 
G.E. Powell (Eds.) The Handbook o f Clinical Adult Psychology (2"  ^ Edition) 
London: Routledge.
Woods, R.T. (1994b). Problems in the elderly: Treatment. In S.J.E. Lindsay & G.E. 
Powell (Eds.) The Handbook o f Clinical Adult Psychology (2"  ^ Edition) London: 
Routledge.
Woods, R.T. (1999). Mental Health Problems in Late Life. In R.T. Woods (Ed.) 
Psychological Problems o f Ageing: Assessment, Treatment and Care. Chichester: 
Wiley & Sons.
Zarit, S.H. & Edwards, A.B. (1999). Family Caregiving: Research and Clinical 
Intervention. In R.T. Woods (Ed.) Psychological Problems o f Ageing: Assessment, 
Treatment and Care. Chichester: Wiley & Sons.
80
RESEARCH DOSSIER
This section of the portfolio contains evidence of 
research work conducted throughout the three years on 
the PsychD course, including a service related project 
undertaken whilst on the adult mental health placement, 
a major research project completed in the third year, and 
a record of research experience presented in the form of 
a research logbook.
81
JCY Lam ____________   Service-Related Research Project
SERVICE-RELATED RESEARCH PROJECT
“A survey of NHS staff knowledge, attitudes and 
implementation of Clinical Governance in a 
Rehabilitation Service, using the Staff Clinical 
Governance Survey (SCGS).”
Year 1: June 2003
82
JCY Lam _________________________________Service-Related Research Project
ACKNOWLEDGMENTS
I would like to thank all of the staff from the Rehabilitation Service who 
participated in this survey, with particular thanks to the Team Manager 
and Secretary for their help in the distribution and collection of the 
questionnaires.
I would also like to thank James Murray for giving me permission to use 
the Staff Clinical Governance Questionnaire, and for his guidance in its 
application and analysis of results. I am grateful for the advice and 
support given to me by Vicky Senior in the preparation of my written 
work and would like to thank her for helping me develop my statistical 
skills. I also extend my thanks to Vicky Vidalaki for supervising my 
project and for her help in finalising the write up of my project.
83
JCY Lam _________________________________ Service-Related Research Project
CONTENTS
Abstract..............          85
Introduction.............................       86
What is Clinical Governance...............    86
Investigating knowledge, attitude and implementation.................. 86
Service objectives for Clinical Governance .......................  87
Hypotheses........................................................................................  88
Method..........................     88
Design................................................................................................  88
Outcome Measure  .................   88
Procedure ............................................    89
Sample Population   ...................................................................  89
Statistical Analysis...............................      90
Feedback. ............          90
Results  ...............................    90
Response rates............................       90
General A ttitude ...................................................  90
Knowledge, attitude and implementation...............................  92
Discussion.:.........................    94
Findings...................................    94
Limitations of the study...................................................  96
Service Implications..............        97
References .......................      98
A ppendices.......................    99
84
JCY Lam__________________________________ Service-Related Research Project
ABSTRACT
/  ,
Objectives: To explore clinical and administrative staffs understanding and use of 
the 7 pillars of Clinical Governance within an NHS setting.
Design: A one-factor within subjects design was used to investigate staff knowledge, 
attitude and implementation (3 dependent variables), across the 7 pillars (7 domains), 
of Clinical Governance within a one-group sample population of NHS staff (1 
independent variable).
Setting: A Rehabilitation service within an NHS Mental Health Trust
Participants: Questionnaires were sent out to 101 members of clinical and 
administrative staff from the Rehabilitation Service, with a 48% response rate.
Main Outcome Measure: An un-standardised questionnaire, known as the Staff 
Clinical Governance Survey (SCGS), designed by Murray, Aguirregabiria and White 
(2002), was used to identify staff knowledge, attitude and implementation of Clinical 
Governance.
Results: Mean scores indicate a favourable attitude towards Clinical Governance,
with good knowledge and relatively good implementation. Spearman’s correlation 
showed that implementation and knowledge were most highly correlated 
(r(40)=0.793, p<0.01, 2-tailed test). A Friedman’s test showed that the staff greatest 
strength is in attitude and implementation of risk management, whilst their weakest 
aspect is in knowledge and implementation of Clinical Audit.
Conclusions: The Rehabilitation staff team reported good knowledge, positive
attitude and good standards of implementation of Clinical Governance. As knowledge 
and implementation are most positively correlated, the service can aid improvement in 
weaker areas by providing specific training programmes to enhance implementation of 
service user experience, informing staff of clinical audit activity through the service 
newsletter, and incorporating Clinical Governance into personal development plans.
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INTRODUCTION
What is Clinical Governance?
Clinical Governance was developed in response to a governmental drive towards 
clinical excellence in the National Health Service (NHS). It was created to provide a 
framework for continuously improving and monitoring quality in service provision, 
through increasing accountability of clinical standards at local level and safeguarding 
high standards at national level (NHS Executive, 1998; Scally & Donaldson, 1998):
The NHS Clinical Governance Support Team (NCGST) proposed 7 key components 
in Clinical Governance, known as the “7 pillars”, which supports an effective working 
partnership between professionals and their patients: clinical effectiveness, risk 
management effectiveness, patient experience, communication effectiveness, resource 
effectiveness, strategic effectiveness, and learning effectiveness (Nicholls, Cullen, 
O’Neill & Halligan, 2000).
Investigating knowledge, attitude and implementation
Murray, Aguirregabiria and White (2002) used a self-report questionnaire, known as 
the Staff Clinical Governance Survey (SCGS), to assess NHS staffs knowledge, 
attitude and implementation of the 7 pillars of Clinical Governance in a Child and 
Adolescent service. The SCGS will be used in this study to identify aspects of 
knowledge, attitude and implementation concerning the 7 pillars of Clinical 
Governance within a particular Rehabilitation Service.
The service chosen for this study had been preparing for recent visits from the 
Commission for Health Improvement (CHI), a government organisation responsible 
for inspecting clinical performance and monitoring progress in quality improvement in 
local NHS services, to ensure that they operate in accordance with recommended 
national standards (Hall & Firth-Cozens, 2000). Due to these preparations, it was 
expected that the staff from the Rehabilitation service would have good knowledge 
and high standards of implementation of the 7 pillars of Clinical Governance.
Murray et al.’s study (2002) found that staff knowledge, attitude and implementation 
of Clinical Governance were positively correlated. Therefore, this present study aims
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to replicate Murray et al.’s (2002) study to identify whether knowledge, attitude and 
implementation of Clinical Governance are positively correlated within the 
Rehabilitation service. It is likely that staffs knowledge and attitude towards Clinical 
Governance may affect its implementation (i.e. low knowledge and low attitude would 
result in low implementation).
In addition, the results obtained from this study should highlight areas of strength and 
weakness in relation to the staffs understanding and use of Clinical Governance, 
which can be fed back to the service in terms of positive feedback for good standards 
of work and highlight areas requiring improvement.
Service objectives for Clinical Governance
According to the Trust’s Clinical Development Plan, the main objectives for the 
Rehabilitation service under the 7 pillars of Clinical Governance are: to increase 
service user involvement, in relation to the patients’ experience; to implement 
recommendations from feedback, discussions, presentations etc, in relation to resource 
effectiveness; to work towards a consistent approach to assessment and management 
of risk, in relation to risk management effectiveness; to identify local audit priorities, 
in relation to clinical effectiveness; to consider training in incident 
reporting/complaints and to produce a bi-monthly newsletter, in relation to 
communication effectiveness; to provide in-service training and review optimum 
effectiveness, in relation to strategic effectiveness; and to improve induction and 
continuing education for staff, in relation to learning effectiveness.
Clinical Governance aims to encourage individual staff to take personal responsibility 
for ensuring high standards of quality care. Therefore, successful implementation of 
Clinical Governance requires good awareness, understanding, involvement, support 
and commitment from all staff (Nicholls, Cullen & Halligan, 2001). One of the major 
difficulties with ensuring effective implementation of Clinical Governance is 
convincing those involved with the NHS culture to change old ways and welcome a 
more modem, new way of thinking and working (Nicholls et al., 2001). However, 
Halligan and Donaldson (2001) found that “from listening to NHS audiences across
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England over the past two years, (they) sense that healthcare professionals feel that 
clinical governance is the right idea”.
Hypotheses
1. Staff from the Rehabilitation service will have good knowledge, positive attitudes 
and high standards of implementation of Clinical Governance.
2. Staff knowledge, attitude and implementation of Clinical Governance will be 
positively correlated.
3. Staff will have high scores across the 7 pillars of Clinical Governance, though 
some areas may be weaker than others.
METHOD
Design
A one-factor within subjects design was used to investigate staff knowledge, attitude 
and implementation (3 dependent variables) of Clinical Governance, across the 7 
pillars (7 domains), within one sample population of NHS staff (1 independent 
variable).
Outcome Measure
Staff knowledge, attitude and implementation of the 7 pillars of Clinical Governance 
were investigated, using the Staff Clinical Governance Survey (SCGS) designed by 
Murray, Aguirregabiria and White (2002). The SCGS is an un-standardised self- 
report questionnaire (Appendix I, p.99) comprising of 3 open-ended questions 
concerning the number of years worked within the NHS, location of work base, and 
details of professional role; 6 dichotomous statements concerning general attitudes 
towards Clinical Governance; and 36 item questions with a 5-point likert-scale 
response format (ranging from 1 [strongly disagree] to 5 [strongly agree]) concerning 
specific knowledge, attitude and implementation across the 7 pillars of Clinical 
Governance.
The scores for knowledge, attitude and implementation are produced via the mean 
scores of collated questions for the 7 pillars of Clinical Governance (Appendix II, 
p. 104). Murray et al. (2002) labelled the 7 pillars of Clinical Governance as: risk
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management; clinical audit; staffing and staff management; education, training, and 
life-long learning; research and effectiveness; clinical information; and service user 
experience. Participants’ responses were rated as a very low score if they scored 1 
(strongly disagree), a low score for 2 (disagree), neither a low score nor a high score 
for 3 (neither), a high score for 4 (agree) and a very high score for 5 (strongly agree).
Procedure
The Team Manager of the Rehabilitation service was approached with details of the 
proposal for this study and his agreement was sought for the distribution of 
questionnaires to the staff team. As the study is a clinical audit, permission from the 
Ethics Committee was not required (Appendix III, p. 106); although the local Clinical 
Governance Team were informally informed of the proposed study, as a matter of 
interest to their team.
In order to increase response rates for the questionnaires, some tips recommended by 
Viljoen and Wolpert (2002) were followed: questionnaires were anonymised; the 
original format was changed slightly to increase respondent-friendly design (i.e. 
tabulating the questions and responses to make it easier to read); prior notification of 
the study (Appendix IV, p. 108) and reminder posters (Appendix V, p. 110) were sent 
out to aid appeal for participants; cover letters were used to encourage participants to 
respond (Appendix VI, p. 112); and labelled envelopes were attached to questionnaire 
to aid ease of return.
Sample Population
Questionnaires were sent out to 101 members of clinical and administrative staff from 
the Rehabilitation Service, via the internal mailing system. There was a 48% response 
rate (39% of which were received after the first mailing shot, whilst the remaining 9% 
were received after the reminder was sent out). Participants included professionals 
from the fields of nursing, administration, psychology, psychiatry, support work, 
occupational therapy and social work.
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Statistical Analysis
Non-parametric tests were chosen for use in statistical analysis, due to the small 
number of respondents from the sample population (N=48), the absence of normally 
distributed data, and the ordinal likert-scale response format.
1. Descriptive data was used to analyse the staffs general knowledge, attitude 
and implementation of Clinical Governance.
2. A Spearman’s correlation was used to identify the relationship between 
knowledge, attitude and implementation.
3. A Friedman test was used to explore any significant differences within 
participants in their rated scores for knowledge, attitude and implementation in 
the 7 pillars of Clinical Governance.
Feedback
The results of this study will be fed back to the Rehabilitation service as a Journal 
Club Presentation on 17^  ^July 2003, with a 2-page summary of the findings given as 
handouts for individual staff (see Appendix VII, p. 114, for confirmation of 
presentation).
RESULTS 
Response rates
Out of the 101 questionnaires distributed, 48 were returned. Respondents were mainly 
nurses and support workers (see Table 1, p.9I), with a majority of 33% working in 
community homes (Figure 1, p.91 - 25% of respondents did not report the location 
they worked in). Staff reported a mean number of 11.59 years experience working in 
the NHS (s.d.= 8.68, ranging from 1 to 30 years).
General Attitude
The results indicate that there was some confusion as to how the dichotomous 
statements (refer to Appendix I, p.99) should be completed. Of the returned 
responses, only 31% had completed the task (i.e. circling 6 of the dichotomous 
statements); 23% had completed some but missed other statements; 27% only circled 
one statement (the majority of which had circled “useful”); and 29% did not circle any
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statements. Figure 2 (see p.92) shows the frequency of answers given for each 
dichotomous statement.
Table 1:
Tvpes of professionals who responded
Type of profession Frequency (Percentage) 
(N=48)
Nurses 16(33.3)
Support Workers 17(35.4)
Psychologists 1 (2.1)
Psychiatrists 1 (2.1)
Occupational
Therapists
4 ( 8.3)
Staff Grade Doctor 1 (2.1)
Missing 8 (16.7)
Figure 1:
Location of work in the service
Location o f  work in service
Number o f  
staff
Team  Base Hospital H ostel O ccupational Therapy
Comm unity H om e O utreach Team
Location
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Figure 2:
General attitude towards Clinical Governance
Clinical Governance is.....
(Negative) % % (Positive)
% of
responses
(N=48)
A Mystery 4 M----------► 48 Clear 52
Overrated 13 ^ -------► 21 Underrated 34
Useless 6 ^----------► 73 Useful 79
Complex 23 4----------- ► 23 Simple 46
Irritating 4 ^----------- ► 46 Welcome 50
Tiresome 6 ------------ ^31 Energising 37
The results above show that the majority of respondents reported a generally positive 
attitude towards Clinical Governance, with an overall agreement that Clinical 
Governance is useful, clear and welcome. However, there appears to be some 
disagreement concerning views of Clinical Governance’s complexity, as there is an 
equal balance between respondents who reported that Clinical Governance is complex 
with respondents who said it was simple. A couple of respondents stated that Clinical 
Governance can be simple in some areas and complex in others.
Knowledge, Attitude and Implementation
Overall, the mean scores calculated for knowledge, attitude and implementation 
(Table 2) show there is a favourable attitude towards Clinical Governance, with 
reports of good knowledge and relatively good implementation skills.
Table 2:
Mean Scores for Knowledge, Attitude and Implementation
(N=48) Mean (s.d.) Range
Knowledge (n=42) 3.72 (0.68) 2.00 -  5.00
Attitude (n=45) 4.00 (0.43) 3.00-5.00
Implementation (n=42) 3.67 (0.53) 3.00-5.00
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A Spearman’s rank order correlation shows that there are significant positive 
correlations between knowledge and attitude (r(42)=0.436, p<0.01, 2-tailed test), 
attitude and implementation (r(42)=0.473, p<0.01, 2-tailed test), and implementation 
and knowledge (r(40)=0.793, p<0.01, 2-tailed test) (Appendix VIII, p. 116).
A Friedman’s test indicates that ratings were significantly different for the 7 pillars of 
Clinical Governance in knowledge (%^(6,N=42)=23.711, p<0.01), attitudes
(xT6,N=45)=6 1.875, p<0.01), and implementation (%^(6,N=42)=48.867, p<0.01) 
(Appendix VIII, p. 116). Staff reported strengths in their knowledge of staffing issues, 
clinical information and service user experience. Their greatest strength was in their 
attitude and implementation of risk management, and implementation of staffing 
issues (Table 3). The weakest aspects of Clinical Governance were in knowledge and 
implementation of clinical audit, attitude towards clinical information, and 
implementation of service user’s experience. Table 4 shows examples of some of the 
most agreed and most disagreed responses (for full list refer to Appendix IX, p. 120).
Table 3:
Mean Ranks of the 7 Pillars in relation to Knowledge. Attitude and Implementation
Mean Rank
Knowledge Attitude Implementation
Risk Management 3.80 5.37 4.82
Clinical Audit 3.30 : 4.01 2.80
Staffing & Staff 
Management
4.73 4.10 5.12
Education, Training & 
Life-long Learning
3.60 4.24 4.67
Research & Effectiveness 3.45 3.89 3.46
Clinical Information 4.67 2.34 3.81
Service User Experience 4.46 4.04 3.32
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Table 4:
Examples of responses to some of the item questions
Item Question Frequency of responses 
(%)
I feel that it is the responsibility of all staff to engage in 
effective risk management (attitudes - risk)
46 (96%) 
Agree/Strongly agree
When working with a client I update professionals already 
involved. (implement -  information)
45 (93%)
Agree/Strongly agree
I am aware of what to do if a client engages in self-harm
(knowledge - risk)
44 (91%)
Agree/Strongly agree
I feel that personal skills development is an important part of 
providing a good service to clients. (attitudes - education)
44 (91%) 
Agree/Strongly agree
There is the opportunity for regular discussion with my 
supervisor in accordance with the guidelines of my 
profession. (implement - staff)
43 (89%)
Agree/Strongly agree
I have recently used a computerized clinical activity system 
(e.g. ‘XXXX’) to generate useful clinical information.
(implement -  audit)
35 (53%)
Disagree/Strongly disagree
I believe that it is important to pass all information onto the 
client (attitude -  information)
17 (36%)
Disagree/Strongly disagree
When updating another professional the information is 
always sent on to the client. (implement -  information)
16 (33%)
Disagree/Strongly disagree
I know who the first aider is in my place of work.
(knowledge - risk)
14 (29%)
Disagree/Strongly disagree
DISCUSSION
Findings
The aim of this study was to explore the Rehabilitation staff team’s knowledge, 
attitude and implementation of Clinical Governance. The findings show that there is a 
generally positive attitude towards Clinical Governance, with 73% of the participants 
reporting that they find it useful. Overall, staff reported good knowledge and 
relatively good implementation skills in most areas of Clinical Governance.
The results indicate that the staff’s major strength in Clinical Governance is their 
attitude towards and implementation of risk management, which suggests that staff are 
confident in implementing procedures which ensure staffs’ and clients’ safety. Staff 
also reported good knowledge of staffing issues (i.e. line management and 
opportunities for personal development), knowledge of clinical information (i.e. trust 
guidelines on confidentiality) and knowledge of service user experience (i.e. how .to 
help a client make a complaint).
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However, some staff reported difficulty with the complexity of Clinical Governance, 
suggesting that some assistance may be required to simplify more complex 
components. This could be done effectively through training programmes, 
information leaflets and individual staffs personal development plans. Staff reported 
weaknesses in knowledge and implementation of clinical audit (i.e. how audit 
outcomes are used to inform practice), attitude towards clinical information (i.e. 
sharing information with clients), and implementation of service user’s experience 
(i.e. outcome of complaints procedures).
The Trust’s Clinical Development Plan highlights that one of the service’s objectives 
is to produce a bi-monthly newsletter for staff. This would be a useful tool to aid 
staffs understanding of how research informs working practice, by keeping them 
updated on local clinical audits and how outcomes may influence their everyday work. 
For example, the results of this study will hopefully identify areas, which individual 
staff may wish to take steps to improve for themselves -  such as finding out who the 
first aider in their work place is (29% of respondents reported that they did not know).
As the Spearman’s correlation shows that knowledge and implementation are highly 
correlated and staff have reported one of the strengths of the service is implementing 
training/life-long learning, another effective way of improving areas of weakness 
could be by providing specific training to enhance specific abilities. For example, the 
service also has an objective to consider training in incident reporting/complaints. 
33% of respondents reported uncertainty as to whether the outcome of a complaint is 
used to change relevant aspects of a service. Therefore, this aspect of training could 
be useful in improving staffs implementation of service user experience, by 
increasing staffs understanding of how complaints procedures can improve service 
quality, e.g. by enabling staff to respond to service users’ needs, implement relevant 
changes in accordance with complaints made, and the importance of learning from 
mistakes.
Another method of aiding staff in the development of effective Clinical Governance 
skills is by incorporating opportunities for learning about Clinical Governance in 
individual staffs personal development plans. Through the continued support and
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encouragement of their clinical governance lead, team leaders and supervisors, staff 
should be able to identify areas of difficulty and obtain guidance in personal 
improvement. For example, the management team should continue to guide staff in 
understanding why trust policies have been decided, how it will influence their 
working practice, and to enable staff to voice their opinions on them. Thirty-six 
percent of respondents reported disagreement with the trust policy to share all 
information with clients, which is evidently a controversial issue that should be 
discussed and debated amongst the staff team.
Future research may wish to consider using this study as a baseline measure for 
identifying any changes that may occur in knowledge, attitude and implementation of 
Clinical Governance, as a result of relevant training programmes or information 
leaflets provided by the service. The results of another study would give the service 
an opportunity to compare changes over time and identify the most effective method 
of improving the staff team’s understanding and use of Clinical Governance.
Limitations of the study
Unfortunately, there was no baseline measure for the present study and no comparison 
group, as it was a one-sample group measure. It would have been interesting to see 
what the results would have been like prior to the preparation work for CHI or to look 
at differences between the present sample and a similar sample (i.e. from another 
rehabilitation service). However, the findings in this study can now be used as a 
baseline measure for future studies as mentioned above.
The response rate for this study was good considering approximately half of the 
sample population responded. However, this means that only half of the staff group’s 
beliefs, understanding and use of Clinical Governance are represented in this study. 
The results would be more representative of the whole staff team’s views if we had 
had a greater proportion of staff responding. It is unclear why half the staff team did 
not respond, but it is possible that they may have found the 4-page questionnaire time- 
consuming or daunting, i.e. the length of the questionnaire could have put them off. 
Therefore, a shorter questionnaire probably would have obtained a greater response 
(Viljoen & Wolpert, 2002). Another possibility may be that those who responded
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possibly feel more positively towards Clinical Governance, than those who did not; 
although this is hard to tell without having the objective views of the non-responders 
as their responses would have been useful to help us understand which aspects of 
Clinical Governance they disagree with.
Of the responses received, there were a number of missing items in the data, 
particularly in the first section with the dichotomous questions. It is unclear why 
certain questions were missed out, though it is possible that participants may have 
found the question confusing and so opted not to answer it, or it could have been a 
possible oversight of not realising the question hadn’t been answered. With regards to 
the dichotomous questions, it is apparent that some of the participants may have had 
difficulty with understanding the instructions. Therefore future studies should attempt 
to rephrase and simplify this more, so that the instructions are clearer. It is possible 
that a greater response rate might have occurred if the word “or” was placed between
statements, e.g. Do you think Clinical Governance is a mystery OR simple? This
may convey the dichotomy of the questioning better. It is also unclear whether 
participant did not circle statements because they felt they were not applicable. 
Therefore, the participant should also have had a choice of circling “neither”, if this 
was the case.
Service Implications
In conclusion, the findings of this study highlight areas to work on to improve quality 
of service provision. The service could help staff improve by:
• simplifying certain aspects of Clinical Governance to make it easier for staff to 
understand, i.e. highlighting the 7 pillars of Clinical Governance and how this 
relates to clinical practice, through training programmes and information 
leaflets.
• helping staff put Clinical Governance into practice by addressing and 
improving areas of weakness (i.e. sharing clinical information, uses of clinical 
audit, and implementing service users’ experience). This can be done through 
the support of the management team in incorporating Clinical Governance into 
personal development plans.
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• conducting further research, at a later date, to identify whether any changes 
occur through the implementation of any relevant training or information 
leaflets, i.e. related to improving Clinical Governance skills, using the present 
study as a baseline measure for comparison.
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Copy of the Staff Clinical 
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XXXX REHABILITATION SERVICE 
CLINICAL GOVERANCE SURVEY
Please state the number of years that you have worked for the NHS (including time
spent in other Trusts/Services)____________ ____________________________
Which team / community home / hostel in the Rehabilitation and Continuing Care
Service do you work with? _____________________________  .
What is your profession & Grade (i.e. nurse, social worker, support worker, OT etc.)?
Please consider the following 6 pairs of statements below. Identify which end of 
the statement you believe is your view of Clinical Governance and circle the part, 
which most highiights what you think.
For exampie, the third statement asks you to consider whether Clinicai 
Governance is “usefui” or “useless”, so you would circle the one you believe 
appiies to you most.
'Clinical G overnance'is-
A Mystery
>
Clear
Overrated < = > Underrated
Useful
>
U se less
Simple >
Complex
W elcom e
>
Irritating
Tiresom e < 0 = >
Energizing
Next, read through the following statements carefuily and, thinking about the 
service that you presentiy work in, consider whether you agree or disagree with 
what the statement says. y
Each statement has a row of numbers to the right of it, which represent a 
particular view, as shown in the table below:
Strongly
Disagree
Disagree Neither Agree nor 
Disagree
Agree Strongly
Agree
Don’t
Know
1 2 3 4 5 DK
Please answer each statement as accurately as you can, indicating your 
answer by circling one of the numbers following the statement. All answers 
will be kept in the strictest of confidence. There are no ‘right’ or ‘wrong’ 
answers. This survey is an anonymous way for you to show your view of how 
things are for you.
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Strongly
Disagree
Disagree Neither 
Agree nor 
Disagree
Agree Strongly
Agree
Don’t
Know
1. All incidents and accidents are 
reported in a formai and structured 
way.
1 2 3 4 5 DK
2. i believe that it is important to 
closely analyse the activity of 
professionals in the trust.
2 3 4 5 DK
3, 1 have the knowledge to help a 
service user make a complaint. 1 2 3 4 5 DK
4. 1 possess the necessary skills 
to evaluate with confidence the 
research that 1 have read.
1 2 3 4 5 DK
5. In the last year 1 have attended 
a training course relevant to my 
professional development.
1 2 3 4 5 DK
6. 1 am able to locate all fire exits, 
fire extinguishers and fire alarms in 
my building.
2 3 4 5 DK
7. It is important for clinical work 
to be research based. 2 3 5 DK
8. The outcome of a complaint is 
used to change the relevant aspect 
of the service.
1 2 3 5 DK
9. Client complaints are an 
important way of improving service 
delivery.
1 2 3 5 DK
10. 1 am clear who my line 
manager is. 1 2 3 5 DK
11. 1 feel that it is the responsibility 
of all staff to engage in effective risk 
management.
2 3 5 DK
12. The tasks that 1 receive as part 
of my work are appropriate to my 
role and level of expertise.
1 2 3 4 5 DK
13. There is sufficient financial 
support from management to allow 
me to attend a training course.
1 2 3 4 5 DK
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Strongly
Disagree
Disagree Neither 
Agree nor 
Disagree
Agree Strongly
Agree
Don’t
Know
14. When working with a client 1 
update professionals already 
involved.
1 2 3 4 5 DK
15. 1 feel supported by 
management to attend a training 
course because he/she provides the 
necessary time.
1 2 3 4 5 DK
16. 1 have had the opportunity of 
feeding back my training to the other 
members of my team and 
implementing it in my work.
1 2 3 4 5 DK
17. In the past year 1 have 
reviewed my performance with my 
line manager and set my personal 
goals.
1 2 3 4 5 DK
18. My clinical activity has been 
recorded in the last month (not 
applicable to administrative staff)
1 2 3 4 5 DK
19. When updating another 
professional the information is always 
sent on to the client.
1 2 3 4 5 DK
20. 1 feel that personal skills 
development is an important part of 
providing a good service to clients.
1 2 3 4 5 DK
21. 1 am aware of the steps 
involved in the event of a child 
protection issue.
1 2 3 4 5 DK
22. 1 am aware of what to do if a 
client engages in self-harm. 1 2 3 4 5 DK
23. 1 am clear on the most recent 
guidelines for confidential information 
in the trust.
1 2 3 4 5 DK
24. 1 am reluctant to review my 
work with my manager. 1 2 3 4 5 DK
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Strongly
Disagree
Disagree Neither 
Agree nor 
Disagree
Agree Strongly
Agree
Don’t
Know
25. 1 have had the opportunity to 
complete a personal development 
plan.
1 2 3 4 5 DK
26. 1 have read at least one 
relevant research article in the past 6 
months.
1 2 3 4 5 DK
27. 1 have recently used a 
computerized clinical activity system 
(e.g. ‘XXXX’) to generate useful 
clinical information.
2 3 4 5 DK
28. 1 know who the first aider is in 
my place of work. 2 3 4 5 DK
29. Relevant research information 
is readily available in my place of 
work e.g. journal articles, on-line 
databases.
2 3 4 5 DK
30. Service users are actively 
offered additional written information 
on the service such as leaflets.
2 3 4 5 DK
31. The outcomes of clinical audit 
are regularly used to improve the 
practice of colleagues and myself.
2 3 4 5 DK
32. The results of clinical audit are 
made easily available to me. 2 3 4 5 DK
33. There are opportunities to 
regularly put new research 
information into practice.
2 3 4 5 DK
34. There is the opportunity for 
regular discussion with my supervisor 
in accordance with the guidelines of 
my profession.
2 3 4 5 DK
35. When 1 make an appointment 1 
always take into account special 
needs of service users.
2 3 4 5 DK
36. 1 believe that it is important to 
pass ^  information onto the client. 1 2 3 4 5 DK
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Appendix II 
Scoring for the Staff Clinical 
Governance Survey
Pages 104 -105 (including cover)
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Scoring for the Staff Clinical Governance Survey
Risk
Management
Clinical
Audit
Staffing and 
Staff
Management
Education, 
Training 
and Life- 
Long 
Learning
Research and 
Effectiveness
Clinical
Information
Service
User
Experience
K 6 21 22 28 31 32 10 25 12 23 3
I 1 18 27 12 17 34 5 16 26 33 14 19 30 
35
8 .
A 11 2 24 7J20 7 36 9
K = Knowledge I = Implementation A = Attitude
Scoring:
Mean scores are calculated for each set of items according to the table above 
(e.g. Risk Management knowledge = mean of items 6,21,22,28; Attitude score = 
mean of items 11,2,24*,15,20,7,36,9).
Each score therefore has a possible range of 1 (strongly disagree) to 5 (strongly 
agree). A higher score indicates more knowledge, more implementation, or a 
more positive attitude.
* One item (qn. 24, “I am reluctant to review my work with my manager”) is 
reversed for scoring (i.e. a response of 1 is scored as a 5, a 2 as a 4, a 3 as a 3, 
a 4 as a 2, and a 5 as a 1). The simplest way to do this if scoring from SPSS is to 
have a line in a syntax file as follows:
Compute attitude=q11 + q2 + (6-q24) + q15 + q20 + q7 + q36 + q9.
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Copy of Ethical Scrutiny Form
Pages 106 -107 (including cover)
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University of Surrey
P SV C IlD  CLINICAL PSYCHOLOGY
Service Related Research P roject 
Ethical Scrutiny Form
The nature o f  the proposed project is such that I am satisfied that it w ill not require scrutiny 
by the trust’s ethical committee.
Name o f  Supervisor: ..... ........................................ ............
Signature o f  Supervisor:...... .................................................................
Name o f  Trainee: ^
Title ofSRR P: . o T  _
S-O<^0-1 CSC<2rS^  ,
Dale: ...............................................
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Appendix IV 
Copy of poster used for recruitment 
prior to the first mailing shot
Pages 108 -108 (including cover)
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XXXX REHABILITATION SERVICE 
STAFF CLINICAL GOVERANCE SURVEY
For the attention of all Staff:
We will shortly be distributing a brief survey to ALL 
clinical and administration staff within the 
Rehabilitation Service.
This survey is to help us look at your view of clinical 
governance in the trust and your results will help us 
identify areas that we can improve on to provide a 
better service, in accordance with Clinical 
Governance Guidelines.
Questionnaires wili be sent out shortly, and a// 
responses received will be completely confidential 
and anonymous.
We would be most grateful for your help in 
participating in this survey, by sparing 15 minutes of 
your time to complete it.
Feedback of the results will be presented at a 
Journal Club on 17‘*’ July 2003.
(Trainee’s Name), Trainee Clinical Psychologist 
(Team Manager’s Name), Team Manager
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Appendix V 
Copy of poster used for reminding participants 
prior to the second mail shot
Pages 110 -  111 (including cover)
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XXXX REHABILITATION SERVICE 
STAFF CLINICAL GOVERANCE SURVEY
For the attention of all Staff:
We recently distributed a brief survey to ALL clinical 
and administration staff within the Rehabilitation 
Service, and would like to say THANK YOU for your 
co-operation as we have received a good response 
from a number of staff.
However, we are still short of numbers and would 
like to enlist the help of more people to participate. 
Therefore, if you have not already filled in a 
questionnaire and sent it back, we would be most 
grateful if you would consider sparing 15 minutes of 
your time to complete a questionnaire. Spare copies 
of questionnaires have been sent out to your Team 
Leaders.
The survey is to help us look at your view of clinical 
governance in the trust and your results wili help us 
identify areas that we can improve on to provide a 
better service, in accordance with Clinical 
Governance Guidelines.
Feedback of the results will be presented at a 
Journal Club on 17*'’ July 2003.
(Trainee’s Name), Trainee Clinical Psychologist 
(Team Manager’s Name), Team Manager
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Appendix VI 
Copy of cover letter enclosed with the Staff 
Clinical Governance Survey
Pages 112-113 (including cover)
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XXXX REHABILITATION SERVICE 
STAFF CLINICAL GOVERANCE SURVEY
Dear Colleague,
As part of Clinical Governance activities in XXXX’s NHS Trust, we are 
carrying out a M e f  survey on all staff in the Rehabilitation Service.
We would be most grateful if you could spare a little of your time to fill in 
this questionnaire to help us with our survey. This questionnaire should 
take you approximately 1 0 - 1 5  minutes to complete.
It is hoped that this survey will provide a clearer picture of staff 
knowledge of Clinical Governance activities in the trust. All responses 
received will be completely confidential and anonymous. 
Information obtained in this questionnaire will be used to help Clinical 
Governance Professionals improve areas of Clinical Governance, which 
you feel would be beneficial for improving the service we provide.
Feedback of the results obtained from the overall Staff Clinical 
Governance Survey will be presented at a Journal Club on 17^  ^ July 
2003.
Please could you return your completed questionnaire in the 
envelope provided by Thursday 17*^  April 2003, to:
Fao: (Trainee’s Name) 
do: (Secretary’s Name)
(Rehabilitation Service’s Postal Address -  via internal mail)
If you have any queries or require any further information about 
completing this questionnaire please contact (Team Manager’s name) or 
(Secretary’s name) for advice.
Thank you very much for your help
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Appendix VII 
Confirmation letter regarding 
presentation of results to the clinical team
Pages 114 -115 (including cover)
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Ezza
Team Manager 
Rehabilitation Team Base
7^ ' September 2003
Re: Jenny Lam: Presentation of Research Findings
T0 whom it may concern
Jenny undertook research with staff working in the^00M N#B.shabihation and 
rr.n,inning Care Team. The research evaluated staff understandmg of clinical
governance.
Jenny presented her findings to our team, and led an interesting discussion on the 
implications of the findings. This included strategies for greater mvolvemenl of and 
appreciation by, all staff of clinical governance in it's vaned guises.
I thank Jenny on behalf of the team for her efforts.
Please contact me if you require additional mfonnation.
Yours sincerely,
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Appendix VIII 
Evidence supporting statistical analysis of the 
Spearman’s correlation and the Friedman test
Pages 116 -  119 (including cover)
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Results of the Spearman’s Correlation Analysis
Knowledge
Score
Attitude
Score
Implementation
score
Spearman's rho Knowledge Correlation 1.000 .436** .793**
Score Coefficient
Sig. (2-tailed) .004 .000
N 42 42 40
Attitude Score Correlation .436** 1.000 .473**
Coefficient
Sig. (2-tailed) .004 .002
N 42 45 42
Implementation Correlation .793** .473** 1.000
score Coefficient
Sig. (2-tailed) .000 .002
N 40 42 42
** Correlation is significant at the .01 level (2-tailed).
Results of the Friedman’s Test Analysis 
Knowledge
N Mean Std.
Deviation
Minimum Maximum
Risk Management 
Knowledge
42 3.67 .83 1 5
Clinical Audit 
Knowledge
42 3.54 1.09 1 5
Staff Management 
Knowledge
42 3.95 .92 1 5
Education/Training
Knowledge
42 3.43 1.33 0 5
Research/Effectiveness
Knowledge
42 3.63 .68 2 5
Clinical Information 
Knowledge
42 4.00 . .94 2 5
Service User 
Knowledge
42 3.81 1.21 0 5
Ranks
Mean Rank
Risk Management 
Knowledge
3.60
Clinical Audit 
Knowledge
3.30
Staff Management 
Knowledge
4.73
Education/Training
Knowledge
3.60
Research/Effectiveness
Knowledge
3.45
Clinical Information 
Knowledge
4.67
Service User 
Knowledge
4.46
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Test Statist ics
N 42
Chi- 23.711
Square
df 6
Asymp. .001
Sig.
a Friedman Test
Attitudes
- N Mean Std.
Deviation
Minimum Maximum
Risk Management 
Attitude
45 4.62 .49 4 5
Clinical Audit Attitude 45 4.07 .86 2 5
Staff Management 
Attitude
45 4.04 1.02 . 1 5
Education/Training
Attitude
45 4.22 .55 3 5
Research/Effectiveness
Attitude
45 3.98 .92 0 5
Clinical information 
Attitude
45 2.98 1.18 1 5
Service User Attitude 45 4.09 .90 1 5
Ranks
Mean Rank
Risk Management 
Attitude
5.37
Clinical Audit Attitude 4.01
Staff Management 
Attitude
4.10
Education/Training
Attitude
4.24
Research/Effectiveness
Attitude
3.89
Clinical information 
Attitude
2.34
Service User Attitude 4.04
Test Statistics
N 45
Chi-
Sguare
61.875
df 6
Asymp.
Sig.
.000
a Friedman Test
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Implementation
N Mean Std.
Deviation
Minimum Maximum
Risk Managment 
Implementation
42 4.00 .86 2 5
Clinical Audit 
Implementation
42 3.15 1.10 1 5
Staff Management 
Implementation
42 4.04 .71 2 5
Education/Training
Implementation
42 3.94 .75 1 5
Research/Effectiveness
Implementation
42 3.58 .73 1 5
Clinical Information 
Implementation
42 3.68 .57 2 5
Service User 
Implementation
42 3.31 1.24 0 5
Ranks
Mean Rank
Risk Managment 
Implementation
4.82
Clinical Audit 
Implementation
2.80
Staff Management 
Implementation
5.12
Education/Training
Implementation
4.67
Research/Effectiveness
Implementation
3.46
Clinical Information 
Implementation
3.81
Service User 
Implementation
3.32
Test Statistics
N 42
Chi-
Square
48.867
df 6
Asymp.
Sig.
.000
a Friedman Test
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Appendix IX 
Breakdown of responses given per item question 
in the Staff Clinical Governance Survey
Pages 120 -127 (including cover)
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Tables of percentages of responses per item question 
for the 7 Pillars of Clinical Governance
Risk Management
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K I am able to 
locate all fire 
exits, fire 
extinguishers 
and fire alarms 
in my 
building.
(On6)
1
(2.1%)
5
(10.4%)
1
(2.1%)
18
(37.5%)
21
(43.8%)
0
(0%)
2
(4:2%)
I am aware of 
the steps 
involved in the 
event o fa  
child
protection 
issue. (Qn21)
2
(4.2%)
5
(10.4%)
11
(22.9%)
. 16 
(33.3%)
7
(14.6%)
5
(10.4%)
2
(4.2%)
I am aware of  
what to do if a 
client engages 
in self-harm. 
(Qn22)
1
(2.1%)
1
(2.1%)
1
(2.1%)
28
(58.3%)
16
(33.3%)
0
(0%)
1
(2.1%)
I know who 
the first aider 
is in my place 
of work. 
(On28)
5
(10.4%)
9
(18.8%)
3
(6.3%)
23
(47.9%)
6
(12.5%)
2
(4.2%)
0
(0%)
I All incidents 
and accidents 
are reported in 
a formal and 
structured 
way. (Qnl)
0
(0%)
5
(10.4%)
3 . 
(6.3%)
26
(54.2%)
12
(25.0%)
0
(0%)
2
(4.2%)
A I feel that it is 
the
responsibility 
of all staff to 
engage in 
effective risk 
management. 
(O nll)
1
(2.1%)
0
(0%)
0
(0%)
17
(35.4%)
29
(60.4%)
0
(0%)
1
(2.1%)
K -  Knowledge I =Implementation A = Attitude
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Clinical Audit
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K The outcomes 
of clinical 
audit are 
regularly used 
to improve the 
practice of  
colleagues and 
myself.
(Qn31)
3
(6.3%)
5
(10.4%)
7
(14.6%)
21
(43.8%)
9
(18.8%)
2
(4.2%)
1
(2.1%)
The results o f 
clinical audit 
are made 
easily 
available to 
me. (Qn32)
3
(6.3%)
7
(14.6%)
9
(18.8%)
21
(43.8%)
6
(12.5%)
1
(2.1%)
1
(2.1%)
I My clinical 
activity has 
been recorded 
in the last 
month (not 
applicable to 
administrative 
staff). (Q nl8)
1
(2.1%)
3
(6.3%)
8
(16.7%)
21
(43.8%)
7
(14.6%)
5
(10.4%)
3
(6.3%)
I have recently 
used a
computerized
clinical
activity system 
(e.g. 'XXXX') 
to generate 
useful clinical 
information. 
(Qn27)
7
(14.6%)
18
(37.5%)
3
(6.3%)
13
(27.1%)
6
(12.5%)
0
(0%)
1
(2.1%)
A I believe that it 
is important to 
closely analyse 
the activity of  
professionals 
in the trust.
0
(O%0
3
(&3%Q
6
(12.5%)
21
(43.8%)
16
(33.3%)
0
(0%)
2
(4.2%)
K = Knowledge I ^Implementation A = Attitude
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Staffing and Staff Management
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K I am clear who 
my line 
manager is. 
(QnlO)
0
(0%)
0
(0%)
1
(2.1%)
15
(31.3%)
28
(58.3%)
3
(6.3%)
1
(2.1%)
I have had the 
opportunity to 
complete a 
personal 
development 
plan. (Qn25)
3
(6.3%)
7
(14.6%)
3
(63%0
24
(50.0%)
7
(14.6%)
2
(4.2%)
2 . 
(4.2%)
I The tasks that 
I receive as 
part o f my 
work are 
appropriate to 
my role and 
level o f  
expertise. 
(Qnl2)
1
(2.1%)
3
(6.3%)
6
(12.5%)
21
(43.8%)
16
(33.3%)
0
(0%)
1
(2.1%)
In the past 
year I have 
reviewed my 
performance 
with my line 
manager and 
set my
personal goals. 
(Qnl7)
3
(6.3%)
1
(2.1%)
1
(2.1%)
27
(56.3%)
14
(29.2%)
1
(2.1%)
1
(2.1%)
There is the . 
opportunity for 
regular 
discussion 
with my 
supervisor in 
accordance 
with the 
guidelines of 
my profession. 
(Qn34)
0
(0%)
3
(6.3%)
1
(2.1%)
29
(60.4%)
14
(29.2%)
0
(0%)
1
(2.1%)
A I am reluctant 
to review my 
work with my 
manager. 
(Note: This 
question is 
scored 
inversely for 
analysis) 
(QÜW)
19
(39.6%)
16
(33.3%)
7
(14.6%)
4
(&3%0
1
(2.1%)
0
(0%)
1
(2.1%)
K = Knowledge I =Implementation A = Attitude
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Education, Training and Life-long Learning
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K There is 
sufficient 
financial 
support from 
management 
to allow me to 
attend a 
training 
course. (Q nl3)
1
(2.1%)
4
(8.3%)
10
(20.8%)
21
(43.8%)
7
(14.6%)
4
(8.3%)
1
(2.1%)
I In the last year 
I have attended 
a training 
course relevant 
to my
professional
development.
(Qn5)
1
(2.1%)
2
(4.2%)
1
(2.1%)
26
(54.2%)
16
(33.3%)
0
(0%)
2
(4.2%)
I have had the 
opportunity of  
feeding back 
my training to 
the other 
members of 
my team and 
implementing 
it in my work. 
(Qnl6)
1
(2.1%)
3
(&3%0
9
(18.8%)
26
(54.2%)
8
(16.7%)
0
(0%)
1
(2.1%)
A I feel
supported by 
management 
to attend a 
training course 
because he/she 
provides the 
necessary 
time. (Q nl5)
1
(2.1%)
2 . 
(4.2%)
5
(10.4%)
29
(60.4%)
10
(20.8%)
0
(0%)
1
(2.1%)
I feel that 
personal skills 
development is 
an important 
part of 
providing a 
good service to 
clients. (Qn20)
0
(0%)
0
(0%)
2
(4.2%)
18
(37.5%)
26
(54.2%)
0
(0%)
2
(4.2%)
K = Knowledge I =Implementation A = Attitude
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Research and Effectiveness
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K I possess the 
necessary 
skills to 
evaluate with 
confidence the 
research that I 
have read. 
(QM)
0
(0%)
2
(4.2%)
9
(18.8%)
29
(60.4%)
5
(10.4%)
1
(2.1%)
2
(4.2%)
Relevant 
research 
information is 
readily 
available in 
my place of  
work e.g. 
journal 
articles, on­
line databases. 
(Qn29)
4
(8.3%)
7
(14.6%)
9
(18.8%)
21
(43.8%)
5
(10.4%)
1
(Z1%0
1
(2.1%)
T I have read at 
least one 
relevant 
research article 
in the past 6 
months.
(On26)
0
(0%)
6
(12.5%)
5
(10.4%)
23
(47.9%)
12
(25.0%)
1
(2.1%)
1 ■ 
(2.1%)
There are 
opportunities 
to regularly 
put new 
research 
information 
into practice. 
(Qn33)
2
(4.2%)
5
(10.4%)
12
(25.0%)
24
(50.0%)
2
(4.2%)
2
(4.2%)
1
(2.1%)
A It is important 
for clinical 
work to be 
research based. 
(Qn7)
0
(0%)
2
(2.1%)
6
(12.5%)
26
(54.2%)
11
(22.9%)
2
(4.2%)
1
(2.1%)
K = Knowledge I =Implementation A = Attitude
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Clinical Information
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K I am clear on 
the most recent 
guidelines for 
confidential 
information in 
the trust. 
(Qn23)
0
(0%)
5
(10.4%)
3
(6.3%)
24
(50.0%)
14
(29.2%)
0
(0%)
2
(4.2%)
I When working 
with a client I
0 1 1 29 16 0 1
update
professionals
already
involved.
(Onl4)
(0%) (2.1%) (2.1%) (60.4%) (33.3%) (0%) (2.1%)
When
updating
3 13 10 11 0 7 4
another
professional
the
information is 
always sent on 
to the client. 
(Qnl9)
(6.3%) (27.1%) (20.8%) (22.9%) (0%) (14.6%) (&3%0
Service users 
are actively
1 4 9 24 9 0 1
offered
additional
written
information on 
the service 
such as 
leaflets.
(Qn30)
(2.1%) (8.3%) (18.8%) (50.0%) (18.8%) (0%) (2.1%)
When I make 0 0 1 27 16 1 3
appointment I 
always take 
into account 
special needs 
of service 
users; (Qn35)
(0%) (0%) (2.1%) (56.3%) (33.3%) (2.1%) (6.3%)
A I believe that it 
is important to
6 11 12 16 3 0 0
pass all 
information 
onto the client. 
(Qn36)
(12.5%) (22.9%) (25.0%) (33.3%) (6.3%) (0%) (0%)
K = Knowledge I implementation A = Attitude
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Service User Experience
Strongly
Disagree
Disagree Neither Agree Strongly
Agree
Don’t
know
Missing
K I have the 
knowledge to 
help a service 
user make a 
complaint. 
(Qn3)
0
(0%)
3
(6.3%)
6
(12.5%)
23
(47.9%)
12
(25.0%)
2
(4.2%)
2
(4.2%)
I The outcome 
of a complaint
1 5 16 15 7 2 2
is used to 
change the 
relevant aspect 
of the service.
(2.1%) (10.4%) (33.3%) (31.3%) (14.6%) (4.2%) (4.2%)
A Client
complaints are
1 1 7 20 17 0 2
an important
way of
improving
service
delivery.
(Qn9)
(2.1%) (2.1%) (14.6%) (41.7%) (35.4%) (0%) (4.2%)
K = Knowledge I =Implementation A = Attitude
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ABSTRACT
Objectives: To explore a grandparent’s bereavement experience after the death of a 
grandchild.
Design: A qualitative investigation, using Interpretative Phenomenological Analysis, 
to interview, analyse and interpret grandparents’ bereavement experience.
Setting: A non-clinical population from the community recruited through national 
bereavement support organisations.
Participants: Eight maternal grandmothers and one maternal grandfather.
Main Outcome Measure: Systematic analysis of coded verbal transcripts from audio 
taped interviews, in conjunction with validity checks and self-reflexivity in the 
researcher’s interpretations.
Results: The main themes that arose were: grandparental grief (e.g. sense of
injustice, personal loss, prolonged adjustment, losing and gaining religious faith, fears 
and hopes of new additions to the family and perceived limit to social supports); the 
impact o f multiple losses (e.g. losing jnore than one grandchild and losing a 
grandchild and a partner); bereavement needs versus maternal priorities (e.g. 
overwhelming empathy for a daughter’s loss, feelings helpless as a mother, and “the 
children come first”); the enduring support o f grandparents (e.g. during illness and 
in the event of death); and family dynamics in the grieving process (e.g. grieving 
apart versus grieving together and grief in a triangulated relationship).
Conclusions: The experience of losing a grandchild for a maternal grandmother
appears to hold strong implications for balancing their bereavement needs with their 
maternal priorities, particularly in relation to empathie associations with their daughter 
and sympathetic associations with the loss of their grandchild. The struggle with this 
double grief is influenced by the grandmother’s belief that they need to put their 
grieving child’s needs above their own. In addition, the influence of losing a partner 
(as well as a grandchild) can be detrimental to coping, if the grandmother chooses to 
grieve in isolation for fear of adding to their daughter’s distress.
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1. INTRODUCTION
1.1 The loss of a grandchild
The death of a child is a most tragic and traumatic event, which deeply affects all 
surviving family members (Farrugia, 1996). It is perceived to be a defiance of the 
natural order of life (Rando, 1985), especially for older people who perceive 
themselves to be at the other end of the spectrum (Davies, 1996). For example, death 
is usually associated with old age and grandparents do not expect their adult children’ 
to predecease them, let alone their grandchildren (Ponzetti & Johnson, 1991).
Most of the literature reviewed for this study, on the death of a child, tended to focus 
on the bereavement experience of parents and siblings (Defrain et al, 1982; Murphy, 
1990; Rubin, 1993; Riches & Dawson, 2002), whilst grandparents continued to be 
“forgotten grievers” (Ponzetti & Johnson, 1991). It is understandable that parents and 
siblings are a priority for bereavement research and support, due to their ‘immediate’ 
relational ties to the lost child. However, the significance of grandparents in the 
family bereavement process should not be minimised, particularly when many 
bereaved parents often turn to their own parents for emotional comfort and support 
(Ponzetti, 1992).
One possible reason for the limited attention given to grandparental bereavement may 
be the Western cultural definition of ‘family’, which distinguishes the ‘immediate’ 
family (i.e., the parents and siblings) from the ‘extended’ family (i.e., grandparents, 
aunts, uncles and cousins). However, some grandparents can be fundamental 
members of the immediate family, especially with increasing involvement in the 
upbringing of grandchildren (Fry, 1997). Therefore, it would appear that there is a 
dearth of information concerning a potentially important family member, which could 
contribute to our understanding of the family bereavement experience. The aim of 
this study is to explore the phenomenon of grandparental bereavement, the impact the 
death of a grandchild has on the grandparent’s family dynamics, and the role of
\  When describing the relationship between a participant and their son/daughter, I will refer to the 
parent of the lost child as ‘the adult child’ to highlight that this point o f view is from the perspective of 
the grandparent as a ‘parent’.
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grandparents in the family grieving process. F shall be guided by the bereavement 
literature on grief theory, family systems theory, older people research, and identity 
theory.
My interest in this phenomenon developed from two significant personal and 
professional experiences. Firstly, my partner’s sister had a little boy and it was 
through observing the close relationship my partner’s parents had with their grandson 
that my interest in the ‘role’ of a grandparent began to develop. My relationship with 
my own grandparents was distant, as my parents were immigrants to the UK and my 
grandparents lived in a different country. Secondly, whilst working as a trainee 
clinical psychologist in a child and family service, I had the experience of supporting 
a bereaved family who had lost a daughter. My role was to work with the ‘immediate’ 
family, e.g. the mother, father and sister of the lost child. It was not until I started 
working in older people services, and had observed a number of close relationships 
between my older clients and their grandchildren, that I realised I had not considered 
the impact of the child’s death on her grandparents. I began to wonder why this was 
and how grandparents perceive themselves within the grieving family process.
1.2 The death of a child
Since the beginning of the 20”^ century, childhood deaths in developed countries such 
as Britain have been reported to become a rarity due to increasing advances in health 
and social care (Young & Papadatou, 1997). Nevertheless, a report on the mortality 
rates for England and Wales showed that there were approximately 6400 infant deaths 
and 4400 child deaths (aged 1-25 years old) in the year 2001 (McLaren, 2005). The 
majority of these were sudden and unanticipated deaths (e.g. stillbirths, neonatal 
deaths, sudden infant death syndrome and accidental deaths). In some cases, the death 
of a child may be anticipated, such as in situations of chronic or terminal illness (e.g. 
cancer, cystic fibrosis, HIV/AIDS, heart disease, severe cerebral palsy etc.) 
(Goldsmith, 1998).
 ^As IPA places emphasis on the importance of the researcher’s influence on conceptualising meanings 
in interpretations, I will refer to myself in first person as the researcher and interviewer in this study.
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Circumstances of child mortality vary according to different historical and socio­
cultural events. For example, there are higher infant and child mortality rates in 
countries with greater poverty and disease epidemics (such as the problems of 
HIV/AIDS in Africa) (Freenian, 2004), where war has influenced child development 
(such as the Gulf war of 1991) (Thome, 2003), and the occurrence of natural disasters 
such as the Indian Ocean Tsunami of 2004 (British Psychological Society, 2005). As 
this study has been conducted in Britain, the focus of exploring the loss of a child will 
be mainly from a Western socio-cultural perspective.
1.3 The process of individual grief
1.3.1 Traditional models of bereavement
Parkes (2002) gives a detailed account of the traditional models of bereavement in the 
20’’^ century, such as Freud’s (1917) theory on mourning and melancholia; 
Lindemann’s (1944) theory of grief symptomology and the management of acute 
grief; Parkes’ (1972) phases of normal grief process; and Bowlby’s (1980) theories on 
attachment and loss. The main focus was on symptoms of grief, health outcomes and 
the need for ‘resolution’ (e.g. the facilitation of ‘normal’ grieving to prevent physical 
and emotional ill health) (Worden, 1991; Silverman, 2005).
Parkes (1972) postulated that there are four stages of normal grief: 1) numbness, 2) 
yearning and protest, 3) disorganisation and despair, and 4) reorganisation. Worden 
(1991) proposed that grief counselling can help facilitate the ‘tasks’ of mourning, 
namely accepting the reality of loss, working through the pain, adjusting to the 
environment without the deceased, emotional relocation of the deceased, and moving 
on with life. The Western socio-cultural belief is that “ moving on” and “breaking 
bonds” with the deceased is necessary for recovery, so that one can remain efficient 
and rational (Boemer & Heckhausen, 2003).
The distinction between ‘normal’ and ‘pathological’ grief is reported to be where the 
normal process of grieving starts with extreme grief (e.g. numbness) and ends with 
recovery (^.g. reorganisation), with the hindrance of recovery leading to complicated, 
pathological and unresolved grief (Worden, 1991). There are three types of 
pathological grief: chronic grief where symptoms are prolonged or exaggerated;
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inhibited grief where symptoms are not evident or not expressed; and delayed grief 
where expression of grief is avoided (Middleton et al, 1993).
1.3.2 Contemporary models of bereavement
Stroebe et al (2003) reported that contemporary models of bereavement argue against 
the traditional views of pathological grief, as there has been some debate as to what 
constitutes ‘abnormal’ grieving. For example, the notions of pathological grief may 
not necessarily be considered abnormal in non-Western cultures where prolonged 
overt expression of grief is socially acceptable (Rosenblatt, 1997). However, Parkes 
(2002) believes that reservations about the term ‘pathological’ are due to cultural 
prejudice and social stigmatisation of psychiatric diagnoses. He maintains that the 
continued use of this terminology is to emphasise the potential impact that 
bereavement can have on a person’s mental health and to highlight the significant 
minority who do experience profound difficulties with grief.
Contemporary models of bereavement emphasise the significance of adaptation, as 
opposed to resolution, of grief, namely “learning to live with it” rather than “trying to 
get over it”. For example, Rubin’s two-track model suggests that coping with loss is 
the adaptation of an internal relationship with the deceased, alongside maintaining 
bio-psycho-social functioning (Rubin, 1993). Whilst Stroebe and Schut’s (1999) dual 
process model suggests that coping with loss is the act of oscillating between loss- 
orientation (e.g. working with grief and dealing with the loss experience) and 
restoration-orientation (e.g. coping with and dealing with the stresses of life changes 
associated with the loss). Therefore, the focus is more on the socially constructed 
view of grief, such as the influence of social context (e.g. historical, cultural and 
generational differences), environmental stress and interpersonal relationships on an 
individual’s ability to cope with their loss (Silverman, 2005).
1.4 Bereaved parents, siblings and other family members
1.4.1 Parental grief
Rubin (1993) reports that “the death of a child is forever”, as the experience of grief 
does not diminish over time in the same way as other bereavement experience may do 
(Farrugia, 1996) and many parents argue that the resolution of their grief is not
136
JCY Lam___________________;______________________ Major Research Project
possible or desirable (Quinn, 2005). As a result, the loss of a child can leave parents 
with an overwhelming sense of failure and many are reported to embark on “a life 
long quest” for the meaning of their loss, with grief still prominent up to 10 years after 
the death (Young & Papadatou, 1997).
The loss of a child can lead to many psychosocial difficulties for the parents, 
including feelings of victimisation, survivor guilt, and loss of identity as protectors 
and providers (Rando, 1985). Self-isolation is reported to be the best predictor of 
psychosocial distress in parents bereaved by sudden and traumatic deaths (Dyregrov et 
ah, 2003). However, the grief reactions of a mother and father, and their approaches 
to coping, may differ (DeFrain et al, 1982). For example, women are reported to 
grieve more openly than men (Parkes & Weiss, 1983). This may be reinforced by the 
British socio-cultural belief that men should be stronger and should not show their 
feelings (Fraser, 1991). The negative consequences of this could be a strain on the 
couple relationship (Rosenblatt, 2000). Ponzetti (1992) found that parents of the 
deceased are likely to seek emotional support from their own parents.
1.4.2 Sibling grief
Surviving children may feel confused and isolated, after the death of a sibling, as a 
result of unanswered questions and disruptions to their family life (Gyulay, 1975). 
Worden (1991) reported that difficulties for siblings can occur, if the loss is not 
communicated with the surviving children and/or if they are not involved in the 
grieving process. They may feel guilty about being alive and may even hold 
themselves responsible for the loss of their brother or sister (Golding, 1991). They 
may also resent their sibling for being the remembered child, particularly if they are 
perceived as substitutes for the lost child (Bowlby-West, 1983). The remaining 
children may become concerned about their parents’ grief, as their parents’ emotional 
exhaustion leaves very little time or energy for them (Goldsmith, 1998). As a result of 
their care-giving role, grandparents are likely to help in the care of remaining 
grandchildren, whilst their adult children grieve.
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1.4.3 The extended family
The extended family signifies ‘kinship’, where relationships are based on the 
provision of social and emotional support, as well as to promote gene survival and the 
continuity of family values and beliefs (Ainsworth, 1991). The death of a child is 
reported to affect all family members; however, the impact on extended family 
members has not been given much attention in bereavement research and it is not 
stated why. It is possible that researchers and service providers^ may believe that the 
impact of loss is more significant for the immediate family than the extended family. 
I noticed when conducting the preparation work for this study, a number of service 
providers, colleagues and bereaved parents queried why the investigation was on 
grandparents and not on parents or siblings, which suggests that extended family 
members (such as grandparents) are not automatically considered in bereavement 
research or support.
Although I acknowledge that the experience of ^  extended family members is 
significant for service providers to be aware of, I have chosen to explore the 
experience of grandparents, due to their ‘immediate’ relational tie as ‘parent’ to the 
parent of the lost child (e.g. their adult child). Grandparents are also likely to have 
close emotional ties to their grandchildren, as a result of their involvement in ‘co­
parenting’ their grandchildren (e.g. providing child-care in the absence of their adult 
child) (Halperin, 1989).
1.5 The process of family grief
1.5.1 The experience of loss
The nature and circumstances of a child’s death is likely to influence a family 
member’s grief response (Farrugia, 1996). For example, with sudden death, the 
feeling of unexpected threat to personal life goals may have serious implications for 
grief recovery (Wright, 1996). With life-limiting illness, family members may 
experience prolonged grief, due to on-going care requirements and preparation for 
death leading to ‘anticipatory grief (Worden, 1991). Although the death of the child
 ^ ‘Service provider’ will be the term used to describe bereavement support services provided by the 
public, private and voluntary sectors.
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may be anticipated, it is still likely to be perceived as sudden and may not be 
“accepted” (McLaren, 2005).
The loss of a family member can lead to family symptoms of grief, which include 
changes in communication (e.g. members become closer together through talking or 
more isolated through avoidance of talking), changes in the family structure (e.g. 
relationships between members, differences in roles and identities), and changes in 
extra-familial relationships (e.g. interactions and events with the community and 
social networks etc.) (Moos, 1995). -
1.5.2 Family systems theory
The meaning of the death of a loved one can be viewed as co-constructed by the 
family members (Nadeau, 2001). McClowry et al (1987) found that parents and 
siblings reported three patterns of coping in bereaved families. The first pattern is 
where families report that they are “getting over” their grief, accepting (resolving) the 
situation of loss, and moving on with their lives. The second pattern is where families 
report that they are “filling the emptiness” by keeping themselves busy or have found 
a substitute for their loss (e.g. religion, another child, volunteer work etc.). The third 
is where families report feeling a continued sense of loss (“empty space”) and so 
attempt “keeping the connection” through reserving a small part of themselves for the 
loss.
It is acknowledged that not all family members will share the same pattern of coping, 
which is where difficulties in the family grieving process may occur, e.g. where one 
member of the family wishes to maintain talk about the deceased and another wishes 
to avoid talking (Moos, 1995). In terms of family systems theory, the familial concept 
of roles, rules and boundaries are likely to influence a family member’s coping 
pattern, after a loss (Nadeau, 2001). Conflicting views between individuals and their 
families are likely to impede the family grieving process and might lead to problems 
in family relationships. For example, the values and dynamics of a family system may 
help or hinder the family grieving process depending on the family’s views of 
expressing, inhibiting or tolerating emotions (Bowlby-West, 1983; Worden, 1991).
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Thus, it is important for service providers to consider the implications of family 
relationships on grief adjustment.
Moos (1995) highlights that the family tasks of mourning to facilitate normal grieving 
include: communicating an acknowledgement of the death, allowing mourning to 
occur by sharing grief, breaking the attachment bond to the deceased, realigning 
intrafamilial roles and relationships, and then realign extrafamilial roles and 
relationships. Families who maintain open communication are reported to be able to 
cope with grief more effectively (Goldsmith, 1998) and family solidarity is believed to 
be significant in the successful family resolution of mourning a loved one (Ainsworth, 
1991). Sori (2003) reported that her own family grieved in isolation, as “frozen 
onlookers to one another’s grief’ (p.308), until the family decided to share their 
experiences sixteen years later, which she felt brought about great peace and healing 
for everyone involved. “Family conversation is seen as the apparatus in which reality 
is constructed and maintained” (Nadeau, 2001; p.331).
1.6 Clinical and voluntary services
1.6.1 Bereavement support agencies
When responding to the event of death, clinical services (e.g. the NHS) provide 
physical and mental health care for bereaved families through general practitioners 
and nursing staff in primary care services (Wright, 1996). For example, accident and 
emergency staff support bereaved families in the event of a sudden death (Lipton, 
2000), whilst nursing staff in hospitals and hospices provide support for anticipatory 
bereavement during palliative care (Quinn, 2005).
The maintenance of after-care bereavement support is mainly provided by volunteer 
services, such as national charitable organisations like CRUSE Bereavement Care or 
charitable trusts linked to the hospital or hospice (such as the Forget-me-not Trust, 
Winston’s Wish, Daisy’s Dream and The Chase Hospice). They provide on-going 
bereavement support through arranging annual remembrance events, sharing
information resources and providing counselling services (Quinn, 2005). Some
services provide peer support, such as the Child Death Helpline where bereaved
parents volunteer to counsel other parents who have lost a child. For more complex
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cases of bereavement, clinical services provide secondary or tertiary mental health 
care through individual psychotherapy or family therapy (Worden, 1991; Kissane and 
Bloch, 2002).
In line with bereavement research literature, the main focus for service providers in 
bereavement support appears to be for the parents and siblings. When I contacted a 
number of clinical and voluntary services for this study, many service providers 
reported that very few grandparents have been involved with their service and that 
there were no specific supports to cater for grandparents. However, one service 
reported that they had recently begun a support group for thirty grandparents of 
children with terminal illness, to provide psychological care for anticipatory 
bereavement. The clinical psychologist reported that the grandparents in the group 
appreciated the opportunity to talk and share their experiences with others in a similar 
situation to themselves.
1.6.2 Counselling, psychotherapy and family therapy
Worden (1991) suggests that grief counselling should be offered to aid individuals 
through the facilitation of normal grieving; whilst grief therapy would only be 
necessary for a significant minority of individuals who are at risk of mental health 
problems and require specific interventions to help with complications stemming from 
their loss (e.g. anxiety, depression, psychosis etc.). It is likely that not all individuals 
may wish to be involved in individual counselling or therapy. However, Goldsmith 
(1998) highlights that it is important for all bereaved individuals and their families to 
be supported through the process of mourning and referred on to specialist 
counselling, if and when necessary.
Family-focused grief therapy would be beneficial in helping families who are 
experiencing difficulties, particularly if there is a breakdown in familial relationships 
as a result of their loss (Kissane and Bloch, 2002). Although, the presence of certain 
family members may inhibit an individual’s ability to disclose their feelings, 
particularly if they conflict with the views of other family members (Rosenblatt,
1995). As most services tend to focus on the needs of parents and siblings, another
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objective of this study is to consider the implications of grandparents being included 
in family interventions for bereavement.
1.7 The grandparent’s experience
1.7.1 Older people and bereavement
An older person’s expression of distress during grief may differ from that of a younger 
person, due to generational cohort differences, as well as socio-cultural and historical 
changes (McKieman, 1996). Murrell et al. (1988) highlighted a differentiation 
between “attachment losses” (e.g. of a spouse, parent or adult child) and 
“nonattachment losses” (e.g. sibling, grandchild or close friend). They report that 
most research studies in older people focus on the former and the latter is afforded less 
attention. However, Fry (1997) highlighted that many grandparents of today form 
close attachments to their grandchild, due to increasing time spent caring for and 
nurturing the future generation.
McKieman (1996) reports that the death of an adult child is the most traumatic and 
distressing loss for older people, whilst the majority of older people bereavement 
research focuses on the impact of spousal loss. This may be due to the potential for 
spousal loss to occur more frequently than adult child loss. Factors reported to 
influence the process of bereavement recovery in older people includes: the type and 
quality of relationship with the deceased, the type of death (e.g. extent of forewarning 
and nature of illness), internal characteristics of the bereaved individual, previous 
experiences of loss, and the influence of religious beliefs on adjustment (McKieman,
1996). 
1.7.2 The meaning of being a grandparent
With increasing age of older people, it is common for the majority in Britain to have 
at least one grandchild (Stokes, 1992). Hayslip et al. (2003) stated, “the meaning of 
grandparenthood is grounded in the significance of meaningful family relationships” 
(p.l). Being a grandparent is believed to be one of the few significant socially valued 
roles for an older person (Spitze & Ward, 1998), and a grandparent’s legacy is 
reported to be: 1) the ‘rescuer’ in family crises and 2) to assist with parenting in a non­
interfering manner (Szinovacz, 1998).
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Kivnick (1982) suggested that there are five dimensions to the meaning of being a 
grandparent. Thé main factors include the centrality of being a grandparent (e.g. the 
role and identity of being a grandparent is central to the person’s life); being a valued 
elder as a valuable resource held in regard by their grandchildren; being able to have 
immortality through clan (e.g. personal and family continuity through descendents); 
reinvolvement with personal past through the passing on of life stories to their 
grandchildren; and being able to spoil grandchildren through a lenient and indulgent 
attitude. She also reported that grandparenthood is a significant factor in developing 
life satisfaction in older people and contributes to the maintenance of psychosocial 
well-being in mental health.
1.7.3 A grandparent’s grief
Littlefield and Rushton (1986) reported that maternal grandparents grieved more than 
paternal grandparents, with maternal grandmothers being more affected than maternal 
grandfathers. They stated that a doctoral thesis conducted by Smith found that this 
was due to more time being spent by the maternal grandparents with their 
grandchildren. However, gender differences should be treated with caution, as 
McKieman (1996) states that most distressed women are likely to seek professional 
help and take part in research; whereas most distressed men are likely to refuse 
professional help and are not willing to express themselves in research situations. 
Therefore, due to the influence of socialization, less expression of grief does not 
necessarily reflect a lesser experience of grief.
Ponzetti (1992) conducted a questionnaire study of 28 grandparents and found that 
their grief symptoms were similar to that reported by their adult children. However, in 
light of a grandparent’s older age, there may be grave implications for their long-term 
mental health (Fry, 1997). Stroebe and Stroebe (1993) highlighted a study conducted 
by Roskin in Israel, which showed that the mortality of bereaved grandparents was 
“excessive” in comparison to nonbereaved grandparents. Grandparents are reported to 
experience "triple-layered grief, due to: 1) grieving for the loss of their grandchild, 2) 
feeling parental concem for their grieving adult child, arid 3) mouming their own loss 
of future expectations (e.g. loss of family heritage etc.) (Gyulay, 1975). Most of the 
literature reviewed for this study tended to refer to “double grief’ (namely the first and
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second points mentioned above) as opposed to “triple grief’ (e.g. Murphy, 1990; 
McLaren, 2005). The emphasis being that the loss of a grandchild can leave a 
grandparent feeling that they are a failure as a parent, as well as grandparent, due to 
feelings of helplessness in their ability to support their grieving adult child (Bowlby- 
West, 1983; Oikonenon & Brownlee, 2002). On the other hand, over concem from 
the grandparent for their adult child has been reported to make the parent of the 
deceased feel worse, less confident and more guilty (Bowlby-West, 1983).
Most studies have referred to the potential for relationship breakdowns between the 
parent of deceased and their spouses or their remaining children (Raphael, 1984; 
Worden, 1991; Rosenblatt, 2000; Riches and Dawson, 2002). However, hardly any of 
the literature reviewed mentioned the relationship between grandparents and their 
adult children. Murphy (1990) gave a detailed description of her relationship 
difficulties with her father, after the loss of her baby, and highlighted the negative 
consequences of misunderstandings in communication and inability to share her 
grieving with him. Considering this, there appears to be limited information about an 
important intergenerational family dynamic (namely between the parent of the 
deceased and their own parents). Therefore, another objective for this study is to 
further explore the impact of the loss of a grandchild on the relationship between the 
grandparent and their adult child. Moos (1995) states that most interactive 
relationships within a family are dyadic (e.g. between two people) and that during 
times of stress or crisis, the relationship may draw in a third person, so that the 
relationship becomes triangulated. It would be of interest to explore these two types 
of relationships (e.g. dyadic and triangulated) that a grandparent may have with their 
adult child.
1.8 Objectives
In the absence of much literature, the aim of this study is to use qualitative research to 
obtain a better understanding of the meaning of the death of a grandchild for a 
grandparent. As only volunteer services maintained contact with bereaved families 
after the event of loss, a non-clinical participant group was used for the purpose of this 
study. The main areas of investigation are: the meaning of being a grandparent, the 
personal.meaning of their loss, the dynamic process of bereavement within the family.
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the impact on the relationship between the grandparent and their adult child, and the 
influence of social and professional support networks. It is hoped that the findings of 
this study will help increase professional and public awareness of the impact of this 
type of loss on grandparents, so that service providers will be better prepared to 
support the psychological well-being of these individuals and their families.
1.8.1 Using qualitative methodology
Quantitative research has traditionally dominated psychological investigations of 
human experiences and has been a major valued contributor to the development of 
many psychological theories to date. It relies on the use of objective measures to test 
the relationships between specific variables of a particular psychological hypothesis 
(e.g. through statistical probability, in relation to the ‘normative’ population) 
(Henwood, 1996). This has led to greater emphasis on the role of scientist- 
practitioner and evidence-based practice in clinical psychology (Barker et al, 1994).
Over the past decade, there has been increasing psychological interest in the use of 
qualitative research (Richardson, 1996). It has been developed to explore and 
conceptualise the subjective meanings of human experiences (e.g. through verbal 
accounts), which are believed to be more personal, naturalistic and contextual 
(Henwood, 1996). It is useful for studying areas that are under-researched (Turpin et 
al, 1997). Henwood (1996) highlighted that the process of qualitative research (e.g. 
interviewing participants and analysing what they say) is similar to the professional 
practice of clinical and counselling psychologists. The aim of this study is to explore 
the grandparent’s perception of their bereavement experience. A qualitative approach 
will enable the investigation of a richer, more personal account; give some insight into 
the meanings both researcher and participants attributed to it; and enable further 
exploration of interesting theoretical avenues (Smith, 1995).
1.8.2 Limitations of using qualitative methodology
Despite the advantages of using qualitative research to investigate the phenomenon of 
grandparental bereavement, it is also worth noting the limitations of this methodology. 
For example, critics of qualitative research argue that it lacks the use of ‘scientific’ 
methodology (Shaw, 2001). However, Elliott et al (1999) and Yardley (2000)
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highlight that the rigorous, systematic approach adopted for analysis is scientifically 
valid for processing verbal data.
As qualitative methods rely on verbal analysis, they are dependent on the participant’s 
ability to give a rich, narrative account (Willig, 2001). This also means that non-verbal 
interactions are not incorporated into analysis (Giorgi & Giorgi, 2003) nor is the 
influence of language constructs on the interpretation of a participant’s version of their 
experience (Willig, 2001). The subjective nature of qualitative research also means 
that different individuals are likely to give different meanings to the same situation 
(Giorgio & Giorgio, 2003).
Unlike quantitative research, the findings of this study can not be generalised to the 
general population, as the results are based on a theoretical sample, as opposed to a 
randomised sample (Henwood, 1996). However, Smith and Osborn (2003) report that 
since the results are “derived from the examination of individual case studies, it is... 
possible to make specific statements about those individuals” (p.53). For example, the 
emergence , of similar themes at group-level should generate theoretical hypotheses, 
which may be relevant to individuals from a similar sample population. Therefore, 
the findings can be generalised to theoretical considerations, which can later be 
confirmed through more extensive quantitative studies (Barker et cr/., 1994). As there 
has not been much research on the bereavement experience of grandparents, I chose to 
use a qualitative method with the hope that the findings could provide some 
theoretical hypotheses for future quantitative studies in this field.
1.8.3 Aims of the study
1) To explore the meaning and significance of grandparental grief, and the 
similarities to parental grief, as defined in the bereavement research literature.
2) To explore whether grandparents report relationship difficulties with their adult 
child, after the event of loss.
3) To explore how grandparents report their role in supporting their adult child and 
other family members, during the family grieving process
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4) To explore whether grandparents report an experience of triple-grief, and whether 
it interfered with their ability to grieve for their own loss of their grandchild (e.g. 
due to being overridden by their parental concern for their grieving adult child).
5) To explore how grandparents report their use of bereavement support services.
2 METHODOLOGY
2.1 Design
2.1.1 Interpretative Phenomenological Analysis (IPA)
Interpretative Phenomenological Analysis (IPA; Smith, 1996; Smith et al, 1999; 
Smith & Osborn, 2003) is a newly developed qualitative research method, initially 
used in social and health psychology, and since used to investigate areas of interest in 
clinical psychology. IPA focuses on phenomenology, namely how a person perceives 
and makes sense of their social relational world and the meanings they attribute to 
their personal experiences (Willig, 2001). The aim is to explore the individual’s 
‘psychological’ reality, with less emphasis on the accuracy of representing ‘objective’ 
reality (Smith, 1995).
IPA incorporates the role of the researcher, in terms of how the researcher’s 
interpretations influence the conceptualisation of hypothesised theories (Smith et al, 
1999). Thereby relying on a dynamic interpretation process, where “the researcher 
(is)... trying to make sense of the participants trying to make sense of their world” 
(Smith & Osborn, 2003; p.51). This approach enables me to work alongside the 
participants in representing their views, as interpreted through my analysis of their 
verbal accounts. To aid this process, “self-reflexivity” is an important component for 
the researcher when interpreting and analysing the data (King, 1996; refer to section 
2.4.4, p.l61). It is vital that the researcher enhances their self-awareness of their own 
phenomenological stance, the influence this may have on their interpretations, and to 
ensure that the findings reflect the views of the participants and not the researcher 
(Shaw, 2001). Validity checks are used to ensure that my representation is as close to 
the views of the participants as possible (see section 2.4.2, p. 159).
Although IPA was chosen for this study, 1 am aware of other qualitative methods, 
which might have been suitable for this study. For example. Grounded Theory (GT),
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which has many of the same techniques as IPA (Willig, 2001). There are two main 
reasons for using IPA instead of GT: Firstly, Smith (1996) reported that the
investigation of mental processes and social cognitions is central to the process of 
IPA, which is inherent in the cognitive paradigm used in clinical psychology. 
Secondly, Willig (2001) argued that GT was developed as a method of studying social 
processes, whereas IPA was developed to gain insight into an individual’s personal 
experiences. Smith (1996) also argues that IPA is better at eliciting ‘meanings’ and 
‘sense-making’ than Discourse Analysis (DA), as DA places less emphasis on 
“attitudes, beliefs and intentions” (p.262) and more emphasis on the discursive 
analysis of the text and the reader’s interpretations. Thus, IPA was deemed the most 
appropriate qualitative method to investigate the meanings associated with 
grandparental bereavement and to examine the socially constructed meanings of their 
relationships (with the researcher, as well as with their families).
2.1,2 Ethical considerations
Investigating the experience of grandparents following the death of a child, entails a 
number of ethical considerations regarding the sensitive topic of bereavement. For 
example, the vulnerability of bereaved individuals suggests the potential for 
exploitation by a researcher (Parkes, 1995) and the possible intrusion of a researcher 
into the bereaved world of families (Stroebe et a l, 2003). Therefore, throughout the 
research process,, adherence to suggested ethical guidelines for bereavement research 
has been consistently monitored (Parkes, 1995; Rosenblatt, 1995; Stroebe et al, 
2003). In addition, my clinical experience in adult mental health, child and family 
services and older people services means that 1 understand the ethical dilemmas and 
procedural guidelines when working with vulnerable adults (Department of Health, 
2000).
Researching bereavement experience requires sensitivity concerning protecting the 
rights, dignity and well-being of the participants (Stroebe et al, 2003), e.g. their needs 
should always come first over and above the research needs (Rosenblatt, 1995). 
Parkes (1995) suggested that researchers should be adequately trained in supporting 
bereaved individuals. My experience as a trainee clinical psychologist and volunteer 
counsellor means that 1 am equipped with the skills to interview and support
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individuals in psychological and emotional distress, including issues of loss and 
bereavement. Coyle and Wright (1996) suggested that a counselling interview 
approach, using Rogers’ person-centred counselling skills (1951), should be used to 
enable the interviewer to respond appropriately to any resultant emotional distress in 
bereavement research.
Further ethical considerations were discussed with my research and field supervisors 
concerning: 1) visiting older people in their homes in the community; 2) the emotional 
vulnerability of a bereaved person and the influence of potential power imbalance; and 
3) issues of confidentiality, anonymity and informed consent regarding the interview 
process and the presentation of research results. To address these ethical dilemmas: 1) 
we devised a risk management procedure, in accordance with the University’s Home 
Visiting and Trainee Safety Policy, to maintain safety for the participant and myself 
when visiting people in the community (Appendix I, p. 196); 2) I closely monitored 
and maintained a reflexive stance during interactions between myself and the 
participant to ensure that neither was overwhelmed by the presence or behaviour of 
the other; and 3) preparation work for the study ensured that issues of confidentiality, 
consent and anonymity were made explicit and addressed with the participant (see 
information sheet. Appendix II, p. 199). -
Although recalling bereavement experiences may be upsetting for participants, 
individuals may feel a sense of relief that their grief is being acknowledged and that 
they are being given the opportunity to express and share their feelings, which is an 
important part of the healing process in bereavement (Rosenblatt, 1995). Qualitative 
interviewing can enable grandparents to share their story and make sense of their 
personal experiences (Barker et al, 1994), which may be of benefit to the bereaved 
grandparents, as “the process of relating (their) traumatic events to an attentive, 
accepting listener may help to divest those events of their power to threaten... may 
also help the interviewee construct an account or narrative of his or her experience, 
which can render these experiences more understandable and psychologically 
tolerable” (Coyle & Wright, 1996; p.433).
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2.2 Participants
Qualitative research differs from quantitative research in that it uses a purposive 
theoretical sample rather than random sampling (Henwood, 1996). Therefore, 
participants were selected for the study on the basis of inclusion/exclusion criteria. 
Due to the nature of qualitative research, a smaller sample of participants than used in 
quantitative studies was required to enable a more detailed case-by-case analysis of 
individual transcribed interviews (Barker et al, 1994). Smith et al (1999) reported 
that IPA works well with a small sample size of up to 10 participants.
2.2.1 Inclusion criteria;
A grandparent (of any age) who:
• Has experienced bereavement, due to the death of a grandchild (aged 0-18).
• Has had experience of being supported by a professional or voluntary support 
agency (e.g. child and family services, bereavement support agencies, or
. bereavement support from palliative care hospices etc.).
• Is able to effectively communicate their experience of the bereavement process 
and the family dynamics at the time (e.g. doesn’t require an interpreter).
2.2.2 Exclusion criteria:
1) Any individuals who have experienced loss in the past 6 months. This is to 
exclude individuals who may have overly new and raw emotions, as this might 
influence the individual’s ability to effectively communicate or understand the 
process of grief.
2) Any individual who experienced severe psychiatric or mental ill-health (e.g. 
leading to psychiatric care in the community or in hospital) as a result o f the 
bereavement, to minimise the potential for triggering reoccurrence of any previous 
psychiatric problems. It is also possible that the occurrence of mental illness may 
influence the individual’s ability to accurately recall their process of grief and the 
interpersonal dynamics at the time of bereavement.
3) Any individual currently experiencing problems in their personal life (e.g. other 
losses such as recent bereavement o f another, loss o f employment, relationship 
difficulties), to minimise the potential influence of these other experiences on the 
person’s ability to communicate the specified experiences required for the study,
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e.g. to minimise the confounding effects of recent experiences study and 
overwhelming emotions on the investigation of this.
2.2.3 Participant Characteristics
Table 1: Participant demographics
Pseudonym"*
(age)
Age
(at
loss)
Background Info Relationship 
(age at death)
Cause of 
death
No. of 
years 
since 
loss
‘Ruby’
(70)
50 White British, 
Christian, middle 
class, widow.
Daughter’s son 
(lOwks)
Cot death 20
‘Jackie’
(74)
59 White British, no 
religion, working 
class, widow.
Daughter’s son 
(6yrs)
Cancer 15
‘Betty’
(68)
53 White British, 
Christian, middle 
class, married.
Daughter’s daughter 
(3yrs)
Cancer 15
66 Daughter’s unborn 
child (Owks)
Miscarriage 2
‘Frances’
(82)
72 White British, no 
religion, middle 
class, widow.
Adopted daughter’s 
daughter (12yrs)
Cancer 10
‘Carol’
(72)
55 White British, 
non-practising 
Christian, middle 
class, married.
Daughter’s daughter 
(5mths)
Cot death 17
56 Daughter’s unborn 
child (Owks)
Miscarriage 16
66 Daughter’s son 
(17yrs)
Leukaemia 5^ 6
‘Dennis’
(65)
‘Pat’
(62)
59
56
White British, 
“used to be” 
Christians, middle 
class, married.
Daughter’s daughter 
(Owks)
Stillborn 6
61
58
Daughter’s son 
(7yrs)
Cancer/
Infection
4
‘Doris’
(76)
73 White British, 
Christian, middle 
class, widowed.
Daughter’s daughter 
(8yrs)
Leukaemia/
Infection
3
‘Wendy’
(52)
50 White British, no 
religion, working 
class, married.
Daughter’s daughter 
(2yrs)
Cancer/
Infection
V/2
Eight interviews were conducted with seven women and a married couple from across 
Britain, ranging from the South West of England to the North of Scotland. All of the
'* Pseudonyms are used to protect the identity of the participant, so that they may remain anonymous 
throughout this report and other publications.
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participants were of White British ethnicity, with the majority being from middle class 
backgrounds. It is of interest that the vast majority of participants were female from 
the maternal line (e.g. maternal grandmothers) and that only one (maternal) 
grandfather volunteered to take part. Half of the sample had experienced their loss 
less than 10 years ago, whilst the other half experienced their loss between 10 and 20 
years ago. Three of the families had experienced multiple losses of grandchildren.
Four of the women were widowed (two of whom had lost their husbands prior to the 
loss of their grandchild). Of the four married couples, three of the husbands declined 
to be interviewed, whilst the remaining agreed to be seen together. Whilst the wives 
were being interviewed, the husbands tended to remain preoccupied in another room, 
either watching TV or reading a newspaper. One of the participants reported that her 
husband “looked petrified” when she asked him to join her. In Carol’s case, although 
her husband declined a full interview, he did speak to me in passing and consented to 
the inclusion of our brief conversation in the study to support a male perspective of 
grandparental loss.
2.3 Procedure
2.3.1 Recruitment Process (see figure 1, p. 154)
1. A variety of organisations were contacted such as NHS child and family services, 
national bereavement support agencies, support hospices for children with 
terminal illness and voluntary charitable trusts. Unfortunately, a number of NHS 
clinical services reported that they do not customarily keep a database of contact 
details for bereaved families and only two national volunteer organisations^ were 
able to assist with recruitment. As recruitment was not conducted on a clinical 
population, permission to proceed with the study was not required from an NHS 
Ethics Committee, but ethical approval was obtained from the University of 
Surrey (Appendix III, p.203).
2. One national organisation recruited participants by placing an advertisement for 
volunteers in the newsletter of two counties in Britain (Appendix IV, p.206). One
 ^To maintain anonymity o f the bereavement support agencies that took part, the term ‘organisation’ 
will be used to refer to the agency.
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volunteer responded and was sent an information sheet, along with a standard 
covering letter (Appendix V, p.208). The other organisation circulated 170 copies 
of the information sheet across Britain to bereaved families listed on their 
database. A covering letter was written by the organisation to highlight that the 
project was a research study undertaken by a Doctoral student from the University 
of Surrey, which was separate to the activities of the organisation and that 
participation was entirely voluntary.
3. The information sheet (Appendix II, p. 199) sets out the aims of the study, issues of 
confidentiality/anonymity and the risks of participating, e.g. the re-stimulation of 
painful memories and how these would be managed within the session. 
Volunteers were also informed of the need for their consent regarding audio taping 
the interview and they were informed of the "get out clause" (e.g. that participants 
could change their minds about participating at any given time, including during 
the interview process).
4. All volunteers were requested to return a signed consent form (Appendix VI, 
p.210) with their contact details, so that I could confirm their agreement to 
participate and telephone them to discuss the details of the study further. On 
receipt of the contact details, all volunteers were contacted by telephone for a brief 
screening interview to assess suitability to participate in this study (refer to 
inclusion/exclusion criteria on p. 150). None of the volunteers were excluded from 
the study. However, as only 8 families volunteered, the sample presented with a 
diverse range of circumstances (e.g. differences in type of death and number of 
years after loss), which made it difficult to create a sample group with a ‘specific 
condition’ (e.g. a group of grandparents who had lost a grandchild to cancer within 
the past 10 years). Despite this, the sample group shared commonality in being 
‘maternal’ grandparents.
5. In addition, out of courtesy to the parents of the deceased child, I also asked the 
volunteers if they had discussed participating in this study with their adult child, to 
check that their families were aware of what we would be discussing. All of the 
grandparents reported that they had spoken to their adult child first before
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contacting me to make sure the family were in agreement for them to take part. In 
a couple of cases, the mother of the deceased child contacted me to find out more 
information about the study before passing on the details to their parents.
Figure 1: Flow chart of recruitment process
Proposal for project 
submitted to the University 
Course Programme
Approached clinical 
services in the NHS 
(namely child and family)
\ 7
Informed there is no database of 
bereaved families after they leave 
the service
V
Approached national 
volunteer organisations 
(namely charitable trusts)
\ 7
Two organisations agreed 
to advertise in 
newsletter/send out 
information sheets
Unable to recruit from 
clinical services Obtained ethics approval from the University Ethics 
Committee
No need to apply for NHS 
ethics approval
Adverts and information 
sheets sent out
8 families volunteered and were 
screened for suitability using the 
inclusion/exclusion criteria
7 maternal grandmothers and 
1 maternal couple were 
interviewed
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2.3.2 Interview Process
1. Volunteers were contacted with a time, date and location that was convenient for 
them to be interviewed. The majority of interviews were conducted at the home of 
the participant, to enable them to be seen in a more comfortable and familiar 
setting. Health and safety procedures were followed in accordance with the 
University’s Home Visiting and Trainee Safety Policy and addressed in the risk 
management procedure.
2. Before commencing with an interview, I reviewed the issues discussed in the 
information sheet to check that the participant understood the format and purpose 
of the interview (e.g. regarding consent to audio-tape, issues of confidentiality and 
the use of anonymised quotations in the final write-up). I ensured that the 
participant was aware of the option to terminate the interview at any point, due to 
the potential for distress or discomfort as the result of recalling painful memories, 
and gave them the opportunity to ask any questions.
3. The length of interview ranged from 60 -  90 minutes. An interview schedule 
(Appendix VII, p.212) was used to provide a semi-structured framework for a 
counselling interview approach, as suggested by Coyle and Wright (1996). The 
questions in the interview schedule were chosen to enable a general investigation 
of some of the aspects mentioned in the research literature reviewed for the study 
concerning family bereavement. A genogram was used to draw a family tree, so 
that significant members of the family could be identified. The aim was to 
provide a broad context for investigating the meaning of grandparental 
bereavement, the experience of grandparental grief, coping mechanisms and the 
influence on family relationships.
4. During the session, I ensured that the context of the interview was emotionally 
contained (by using a person-centred approach of respect, empathy and 
genuineness), so that the participant would feel ‘safe’ to discuss their feelings and 
share their experiences. The participant’s mood state was carefully monitored 
during the interview process (e.g. observations of non-verbal behaviour) to ensure 
that I responded according to any signs of emotional distress or discomfort. I used
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Rosenblatt’s (1995) suggestion of on-the-spot cost-benefit analysis (e.g. clinical 
judgement and gut instinct) to determine whether my line of questioning was 
appropriate or not and to closely monitor the participant’s emotional and 
psychological well-being during the process.
5. In case of expressions of harm to self or others, I had discussed risk management 
procedures with my university supervisor to ensure that I was prepared in advance 
to safeguard the participant, myself and others. Fortunately, such a situation did 
not arise in the process of this study.
6. At some point in the interview, most participants became upset or tearful as a 
result of recalling painful memories, which is to be expected in relation to the 
sensitivity of the topic being researched (Stroebe et al, 2003). In response, I used 
my counselling skills to allow time for the participant to work through their 
distress, offered empathy and reassurance during the process, and ensured that I 
was able to endure and share the pain of the participant (Coyle & Wright, 1996).
7. Two of the participants expressed extreme emotions during their interview. 
Wendy was extremely tearful and upset at various points in her interview, because 
her loss was relatively recent (e.g. 1!6 years ago), and Frances became angry and 
tearfully frustrated to the point where she got up and left the room three times. In 
both cases, I offered post-interview counselling to help the women work through 
the difficult emotions that arose in the session. In Wendy’s case, she expressed 
that although she was upset throughout the interview, she found it helpful to talk 
and get her feelings out into the open. In Frances’ case, I had to change my 
approach within the session and use my counselling skills to help her explore her 
feelings of discomfort and what they meant for her (e.g. her anger and frustration). 
She reported that she had not really had the opportunity to talk about her grief 
before (as she tends to grieve in isolation) and was getting “cross” with herself for 
getting upset in front of a stranger. She repeatedly called herself “silly” for getting 
upset, as she felt she should have more control after so many years (lOyears). I 
tried to reassure her that it was natural to be upset, because we were covering 
some painful memories. I noted that I had informed Frances twice that if she
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wished to stop, we could. However, she did not take up the offer and I was stuck 
with the dilemma of not knowing whether it was appropriate for me to proceed 
with research ‘questioning’ or not, as I was uncertain of whether she truly wanted 
to continue or whether she felt obliged to continue. I contemplated rounding the 
interview off (e.g. ending early) to minimise the discomfort Frances was feeling. 
However, I needed to be careful that if I made a decision to end the interview 
early, that it was not done prematurely as a result of my own discomfort and I 
needed to ensure I gave her sufficient ‘space’ to express her grief. I continued 
with the interview process, but was gentle with the questioning and made sure I 
attended more to her feelings for the remainder of the process.
8. In all cases, at the end of each interview, a 15-minute ‘de-brief was given to 
ensure that the participant was in “a state of relative equanimity” (Coyle & 
Wright, 1996). This was done through checking the person’s feelings at the end of 
the session and making sure they had someone (i.e. a. husband or friend) available 
to support them if necessary. I also provided further avenues of support through 
the list of counselling helplines (Appendix VIII, p.216). Participants were advised 
that face-to-face counselling could be sought through consulting their GPs 
regarding local services.
9. A one-month follow-up session was conducted via telephone to give verbal 
feedback about my perception of the interview, to enquire how the participant felt 
about the interview process and to offer a de-brief session to follow-up on the 
participant’s well-being. In accordance with Riches and Dawson’s (2002) 
collaborative approach, a summary sheet^ of the preliminary results (Appendix IX, 
p.218), a list of quotations (Appendix X, p.227), and feedback form (Appendix XI, 
p.236) were sent to the participants, once the study had been completed. The aim 
was to obtain participants’ views concerning the findings and to ensure that they 
were at ease with the use of their quotations in the presentation of the results. 
Changes were made in accordance with feedback obtained.
 ^ The identity o f participants were anonymised with the use of pseudonyms and any potential 
identifiers (e.g. certain situations and circumstances, which other family members may guess their 
identity from) were discussed with the participant to ensure that they were happy for these situations to 
be included in any publications.
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10. Once this study has been accredited by the University Examination Board, the 
results will be written up for publication in a peer-reviewed journal and the 
findings will be disseminated (namely to all of the participants and participating 
organisations in this study, but also to other bereavement support agencies).
2.4 Qualitative Analyses
2.4.1 The Process of Analysis
The audiotapes from each interview were transcribed (see Appendix XII, p.239, for a 
sample transcript) and analysed using Smith's Interpretative Phenomenological 
Analysis (IPA; Smith, 1996; Smith et al, 1999; Smith & Osborn, 2003; see Appendix 
XIII, p.244, for a sample of coded transcript). Using the recommended idiographic 
approach, an intense and detailed engagement with the individual transcripts was used 
to systematically analyse the data case-by-case.
The steps taken for were as follows:
1. The first transcript was read and re-read to help familiarise myself with the 
account given by the participant, and any interesting or significant annotations 
(e.g. meanings, associations, interpretations etc.) were written as initial codes in 
the left-hand margin.
2. On the third reading, any emerging themes based on the annotations were written 
in the right-hand margin and the themes were checked against the participant’s 
actual words to ensure they were grounded within the context of what the 
participant had said.
3. The emergent themes were then listed on a sheet of paper to provide a list of 
subordinate concepts (see Appendix XIV, p.249, for example). Keywords, along 
with line and page number, were used as ‘identifiers’ of where quotations 
supported the concepts within the text, to ensure that the concepts remained 
grounded within the primary source material (Smith & Osborn, 2003).
4. The list of subordinate concepts was then analysed for any connections amongst 
the emergent themes. These were theoretically ordered/clustered together in a 
summary table to provide a list o f superordinate themes that were relevant for that 
particular participant (see Appendix XV, p.253 for table of superordinate themes).
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5. The same procedure above was repeated for the second and third transcripts. The 
three tables of superordinate themes were then combined to make a master table of 
themes (see Table 2, p. 163, and Appendix XVI,.p.257). This master table of 
themes was then used to guide analysis of the remaining transcripts to identify 
convergent and divergent themes at group level (Smith et al, 1999; Willig, 2001). 
Quotations are presented in the Results section to support these findings.
6. The interview conducted with the couple was analysed as one transcript to produce 
one table of superordinate themes, with identifiers for which grandparent elicited 
which theme. Since Dennis was the only grandfather who volunteered to 
participate in this study, I have attempted to differentiate the views of the 
grandmothers from his views. To support Dennis’ account of a grandfather’s 
experience, I have also highlighted references made by some of the grandmothers 
concerning their perception of their husband’s experience of the situation, as well 
as drawing on the brief conversation I had with Carol’s husband.
2.4.2 Credibility checks
To check the credibility of my initial analysis, my research supervisor conducted a 
mini-audit of the first transcript to ensure that the annotations and emerging themes 
had some validity in relation to the text (Smith, 2003). The aim of this audit was not 
to check “reliability”, in the sense of quantitative methods, but to ensure that my table 
of subordinate themes was credible, in relation to being grounded in the data and that 
a logical progression existed through a systematic and transparent chain of evidence 
(Smith, 2003). Testimonial validity (i.e. participant feedback) was obtained through 
the one-month follow-up to check that my interpretation of major themes matched 
with the participant’s own perceptions, and changes were made to the analysis 
accordingly (e.g. to ensure that the analysis of the transcript fit the participant’s own 
views).
A focus group of 4 trainee clinical psychologists and 1 senior research tutor was also 
formed to assist with the techniques of analytical process. The group independently 
audited my second transcript and a forum for discussion of emergent themes was held. 
The results of the focus group showed that many of the themes identified by my 
colleagues corresponded with my own. The group helped explore the progression of
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my interpretations and ensured that themes were appropriately supported with 
quotations.
2.4.3 Validity
Smith and Osborn (2003) reported that there is no single, definitive way of conducting 
IPA. However, it is important to ensure that the themes are grounded within the data 
and that the generated master themes should provide rich, diverse and specific 
examples of the phenomenon being researched (Willig, 2001). To control for quality 
in qualitative research. Smith (2003) recommends adherence to guidelines for good 
practice as suggested by Elliott et al. (1999) and Yardley (2000).
Elliott et al. (1999) highlight that even though standards for qualitative methods differ 
from traditional quantitative methods, good practice in qualitative research can be 
“methodologically rigorous” (p.217). The researcher needs to make the systematic 
approach to analysis transparent to the reader, by providing a coherent presentation 
which accomplishes the research task, is grounded by examples in the data, and an 
‘iterative’ process is used to validate the work (e.g. independent audit by colleagues 
and participant feedback).
Yardley (2000) highlights that the four essential qualities to qualitative research are: 
1) sensitivity to context (e.g. making links to existing literature, awareness of socio­
cultural influences and the relationship between researcher and participant), 2) 
commitment and rigour (e.g. engagement and thoroughness in the phenomenon and 
analysis), 3) transparency and coherence (e.g. providing clarity and detail concerning 
the research question, methodology and analysis), and 4) impact and importance (e.g. 
the theoretical worth and implications for practice and development in psychology).
To ensure that the reader is aware of the systematic and rigorous approach I used in 
the analysis of this study, I have highlighted the process of thematic analysis and 
credibility checks with examples of my generated work in the Results section and the 
Appendices. To guide my study further as a trainee clinical psychologist, I also 
referred to suggestions made by Turpin et al. (1997) and Cooper (2001) on how to 
write up a qualitative study for evaluation as a thesis for doctoral clinical psychology
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courses, which included information on research design, application of 
methodological procedure and framework for write-up.
2.4.4 Self-reflexivity
Smith (1995) reported that the researcher should reflect on their “interpretative 
phenomenological position” (p.24) through questioning the dynamic relationship the 
interviewer has with the participant and exploring how the interviewer’s 
preconceptions may influence their interpretation and analysis. To aid in this process 
of self-reflexivity, a colleague conducted two reflective interviews pre- and post­
interviewing the group of participants, which helped me establish what my views and 
opinions were, how my interest in this phenomenon developed, and made me more 
aware of the potential biases and assumptions that could influence my interpretation 
and analysis (King, 1996).
As 1 enhanced my self-awareness of my phenomenological position, 1 became aware 
of a number of issues that may influence my interpretation and analysis. Firstly, my 
origin of descent is not British, which may influence the way an individual interacts 
with me, as they may make assumptions about my knowledge of their culture and 1 
might do the same. For example, although 1 was brought up in an English community 
with Western ideals, 1 still hold some East Asian cultural beliefs about family values. 
Secondly, as a younger person, 1 realised that there is a generational difference 
between the participants and myself. 1 was conscious that my perception of being an 
older person might be contaminated by my social assumptions and 1 felt that the only 
way 1 could compensate for this was to ensure that 1 actively listened to the 
perspective of the grandparent. 1 was aware that the age difference might influence 
the interactive dynamic within the interview session, e.g. the re-enactment of a 
grandparent-grandchild relationship.
At the beginning of this study, 1 felt strongly that grandparents were being 
marginalised and was aware that 1 needed to ensure 1 maintained a ‘neutral’ stance, as 
this feeling had the potential to bias my thinking. 1 reflected on how this feeling may 
have come about and remembered my bereavement experience of losing my adult 
cousin. The death of a child (including adult children) is viewed as “bad luck” in my
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culture of origin and it is customary for parents and grandparents not to attend the 
funeral. When I enquired about this, I was told “old people are too frail and would not 
be able to cope with the distress”. The psychologist in me wanted to ask, “But has 
anyone actually asked them?” In thinking about grandparents who have lost a 
grandchild, I wondered if anyone had actually asked the grandparents how they felt 
about their situation and what it might be like for them within the dynamics of the 
remaining family system. I felt as a clinician that I wanted to hear the stories of the 
grandparents, so that I could do something to make their “forgotten” voices heard.
3 RESULTS & DISCUSSION ’
3.1 Nature of relationship with grandchild
All of the participants who volunteered were maternal grandparents. The maternal
line is reported to have the strongest family ties, as daughters tend to have stronger
relationships with their parents (Spitze and Ward, 1998), and grandmothers are
reported to be more emotionally and interpersonally involved in the nurture of their
grandchildren (Hayslip e/fl/., 2003):
D oris: I’ve always thought that a daughter’s children are closer than a son’s 
children, I don’t loiow  w hy really ... I love my daughters-in-law, (but) they’re 
not my daughters... I feel that makes a difference.
All of the participants reported a special bond with their grandchild, due to greater
involvement in child-care and the close relationship they had with their daughter:
Jackie: (M y daughter’s) boys, I’ve had them since babies... I’ve always 
looked after them, w hilst she was working and that, so I’m more like a mum 
to them really ...
W endy: (She w as) an integral part o f  my fam ily. I looked at her more as 
another daughter, than as a granddaughter.
Pat: W e had him a lot, because at the time, (m y daughter) had finished with 
(her husband) and she was on her own.
’ Where quotations are cited, information within brackets ( ) have been included to further clarify what 
is being said and ellipsis points ( ...)  are used when verbatim has been omitted. Underlined words are to 
show that the speaker placed emphasis on the tone of the word when they spoke.
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3.2 Summary of Themes^
Table! : Master table of themes
Major Theme: Superordinate themes:
Grandparental grief 1. Sense of injustice
2. Personal loss
3. Prolonged adjustment
4. Losing and gaining religious faith
5. Fears and hopes of new additions to the family
6. Perceived limits to social supports
The impact of 
multiple losses
1. Losing more than one grandchild
2. Losing a grandchild and a partner
Bereavement needs 
versus maternal 
priorities
1. Overwhelming empathy for daughter’s loss
2. Feeling helpless as a mother
3. “The children come first”
The enduring support 
of grandparents
1. Support during the process of illness
2. In response to the event of loss
Family dynamics in 
the grieving process
1. Grieving apart versus grieving together
2. Grief as a triangulated relationship
3.3 Grandparental grief
Much of the bereavement research literature only highlights the grief symptoms of
parents after the loss of a child, with the exception of Ponzetti and Johnson’s (1991)
and Fry’s (1997) studies on grandparental grief reactions. The findings in this study
are supportive of what they found, as the grandparents reported grief symptoms
similar to that of parents in the bereavement research literature, e.g. disbelief,
numbness, a sense of unreality and yearning for the lost child:
R uby: in the beginning, I couldn’t really believe that it had happened, I 
knew it had happened, but I couldn’t really take on board what had happened, 
and then when you com e to what would have been the first birthday... 
gradually reality does hit you.
* The reader should bear in mind that these findings are preliminary and that these themes are open to 
evolving development in the context o f further research.
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The most reported bereavement feelings were: a sense of injustice that a child should 
lose their life, grief of personal loss, a sense of prolonged adjustment and feeling 
angry at God. In addition, grandparents also reported difficulties coming to terms 
with new additions to the family and perceived a time limit to community support.
3.3.1 Sense of injustice
The loss of a child for a grandparent is perceived to be an unexpected and unnatural
event, particularly for grandparents who perceive the death of their grandchild as
being in the reverse order of life events:
W endy: There’s the old saying, “you don’t expect to bury your child”, but 
you don’t expect to bury your granddaughter either or your grandchild...no  
way, no way, you expect them to be around after yo u ’ve gone.
R uby: it’s all really topsy-turvy really ... People w ho love their children lose 
them. It’s not a perfect world, is it?
F rances: its unfinished business isn’t it, when they’re that age. She had all 
her life before her. She’s always a child, because w e’ve not seen her beyond 
childhood.
All of the grandparents expressed the view of unfairness that something “so awful”
could happen to a child, emphasising how “wrong” the situation felt and how sorry
they felt for the child’s suffering:
Jackie: how  cruel it is that he’s got that wrong with h im ... It’s not right, is 
it? Y ou know, it’s just not right.
Pat: ...y o u  think, why put a lovely little boy through all that? And then still 
die? He went through a lot and he never complained, he never m oaned... he 
was too good for this world, w e say.
Along with trying to search for answers as to “why” something like this would 
happen to a child, some of the grandmothers expressed anger that life/the world 
should continue without their loved one and that other people are oblivious to their 
loss:
R uby: I’d be angry that everyone else was just w alking around doing their 
shopping as i f  nothing had happened... It doesn’t seem  right. It felt as 
though the w hole world ought to be affected.
C arol: I use (to) look at babies in prams and I use to think, “w hy have they 
got a baby” . .. sort o f  envying other people.
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D oris: I don’t think people understand. You know, people often think she’s 
gone and that’s that, you know, they don’t realise the heartache...
One grandmother reported that she felt it should be her rather than her granddaughter 
to pass away, as she felt guilty for still being here after her granddaughter had gone. 
Another grandmother expressed her belief that her son-in-law is resentful towards 
older people for still being here, when his son is not. Ponzetti and Johnson (1991) 
reported that survivor guilt is common amongst older family members. However, it 
would appear this may not only be in the thoughts of the surviving grandparent, but 
may also be experienced in social interactions with other family members.
3.3.2 Personal loss
The personal ‘blow’ to a grandparent is the realisation that the injustice of losing a
child is happening to a child that ‘belongs’ to their family:
Betty: w e as a fam ilv are the onlv ones that know how  w e all felt about that 
little girl. Y ou know, other people loved her, but w e, she was ours, you 
know, all o f  us, she was their niece, she was our granddaughter, she was my 
daughter’s daughter. But that little girl was, belonged to all o f  us.
The loss of a special bond with someone they’d spent time caring for and nurturing, as
well as the loss of being part of their grandchild’s future growth and development:
D ennis: he shared our life ... I mean you wanted him to ... do all sorts o f  
things that grandparents or parents would want to do for their children... you 
just want to see them develop, and you know share with y o u ... and pass onto 
him, i f  you like, er, your know ledge...
C arol: (m y grandson) was cut down in an important tim e in his life ... It’s 
sad to think it was cut o ff  and he would never happily, you know, grow into a 
man and ach ieve... grow up and have a family like anybody would think o f  
their grandchildren.
The loss of a grandchild also entails a loss of identity, although the grandparents
reported that it was not just about their identity as a grandparent in general
(particularly if they had other grandchildren), but the loss of identity of being that
particular child’s grandparent:
R uby: I had a grandchild. It’s a bit like som ebody having a cot death with 
their first child, when you’re a mum and you ’re with all the other mums and 
suddenly you ’re not a mother anymore, you ’re som ebody w h o’s had a child 
in the past. And I think that must be dreadful... I was a grandmother, and I 
had a grandson before.
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3.3.3 Prolonged adjustment
Half of the grandparent group experienced their loss within the past six years. These 
grandparents reported that their feelings of grief were still prominent several years 
after the event:
C arol: The other day I cried, you k now ... five years on and the emotions are 
still there...
D oris: obviously you never get over it com pletely, the wound’s always 
there, then som etim es something w ill suddenly turn your eye and you’ll see a 
flow er that she use to pick or you’ll hear a song that she use to sing, you 
know, something. Ah, shed buckets, you know (tearful), and so life goes on.
The other half of the group experienced their loss between ten and twenty years ago.
One grandmother reported that “time is a healer” (after 17 years); however, other
grandmothers expressed that their feelings of grief were still the same, although the
frequency of its occurrence was less prominent as they had “learnt to live with it”:
B etty: I suppose I’ve com e to terms with it, w ell, 15 years o n ... I don’t think 
you ever (get over it) ... perhaps I don’t think o f  it every single day now, but 
I used to ... I’m not saying tim e’s a healer, because I don’t think it is.
F rances: I feel just as deeply grieved as I did then (lOyears ago). Erm, 
people say you get over it, but you don’t exactly get over it, you have to 
com e to terms and live with it.
Young and Papadatou (1997) reported that parents experience extended periods of
grief, after the loss of a child, e.g. up to ten years after the event. It would appear that
grandparents may also have a similar experience. McClowary et al (1987) reported
that parents and siblings may attempt to cope with their loss by maintaining a
connection with the deceased as years go by. The findings of this study show that
grandparents also experience this:
Jackie: I think it’s good to keep him, you know, still here (with) m e... 
w e ’ve always spoken about him from the day he d ied ... I don’t think a day 
goes by without one o f  us mentions him.
Betty: I light so many candles... But it’s just, yeah, something else that you, 
you do that is just for her. Because you can’t do anything else for her.
D oris: I’ve got a little garden, a little earth patch and I’ve put lots o f  pretty 
ornaments and flowers in it ... so every time I go home, I go home and I think 
o f  (m y granddaughter).
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3.3.4 Losing and gaining religious faith
People who are bereaved may feel “let down by God” and may lose faith (Blanche &
Parkes, 1997) or they may use their faith to explain what has happened to their loved
one, e.g. it was God’s will (McClowry et al, 1987). Some of the participants
expressed anger with God for what had happened to their grandchild:
Betty: I’d prayed so hard and er it w asn’t how I wanted it ... I used to, 
wherever I was, I was praying, I just, just say, “Oh please God, just let her be 
alright”. I suppose it was just disbelief when she w asn’t.
R uby: ...a t the end o f  the day, where is God in all o f  this? Because I believe 
that God gives life and takes it away. He could have prevented that 
happening.
D ennis: When (m y grandson) was ill, I prayed every night for h im ... when 
he died. I stopped praying... the word God now is something I’ve just 
m oved away from.
On the other hand, Doris turned to her faith for support and guidance in coping with 
her “heartache”.
D oris: We have a deep faith and that’s what supported us all the way  
through. Because w ell w e thought i f  anything happens, then it’s G od’s will, 
and there’s nothing you can do about it in that sense, but just pray for 
strength to get through it... She’s in Heaven. She’s in a better place. She’s 
not in pain anym ore... But there is that natural sorrow, o f  course, isn’t there, 
which everybody feels.
3.3.5 Fears and hopes of new additions to the family
Ruby reported how difficult it was for her when her ‘second’ grandson was bom:
R uby: It was hard... (because) people would say to me, “Oh, you ’ve got a 
grandson now ” and I ... always use to say, “Oh I had a grandson, but he 
died”. H e’s m y second grandson... because I would never deny (my first 
grandson).
When Wendy was interviewed, her daughter was expecting a new baby and she 
expressed her fears about the new arrival, which were associated with her feelings of 
guilt and empathy for the grandchild she had lost:
W endy: I’m worried that if  it’s a little girl, (m y daughter) w ill compare (the 
new  baby with my granddaughter)... Perhaps even try and replace (her). I 
know that once it is here then I’ll love it, but at the end o f  the day, it’s 
another little child, (and) every time I look at this grandchild, it’s gonna be 
the grandchild I haven’t got anym ore... I just want (m y granddaughter).
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Jackie reported a similar experience, when her daughter informed her she was
expecting a baby (thirteen years ago):
Jackie: I just, I couldn’t talk to her, I just com e away and I cried and I cried 
and I cried ... it was lovely, but then, w e thought o f  (m y grandson). (M y 
daughter) just wanted another baby... obviously I got use to it and I 
absolutely adore him now. But it just, I don’t know, I couldn’t take it at the 
time.
Both women had expressed deep sorrow and guilt for their lost grandchild, due to 
their fears that the new child would replace the lost one, and neither felt able to share 
their concerns with their rest of their family for fear of “upsetting” their daughters, In 
Wendy’s feedback session, she reported that when the new baby was bom, her “fears 
melted away, as soon as I laid eyes on her”. Other grandparents reported that 
subsequent grandchildren have been beneficial in helping their daughters cope with 
their loss:
C arol: ...th e other children have helped to heal that, you know, hurt.
D oris: the beauty o f  it is, you know, w e now got (her baby sister)... I think 
that’s what (m y daughter) needed...
3.3.6 Perceived limits to social supports
A number of grandparents reported that Jheir community were supportive; however, 
there is a limit to the social support given, even though the families’ grief goes on, and 
often families felt uncomfortable talking for too long with their friends about their 
grief:
Carol: at the tim e, w e had neighbours who were very sad about what had 
happened, but then it dies a death, you know, it finishes. You have to sort o f  
shelve it, don’t you? You can’t keep talking about it. Cos it would become 
too m uch ....
Pat: you don’t know how many cards w e ’ve had down here from our
friends, you know, they’d do anything... but you don’t sit and discuss how  
you feel with them ... they all say they’re sorry... but you don’t actually 
discuss how y o u ’re feeling, you know.
F rances: I had a friend who was quite supportive, but it’s not quite the same 
as your husband.
It was also apparent that some people in the community found it difficult to talk with 
the family about their grief, mainly because they are uncertain of how to respond:
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Jackie: there are a lot of people afraid to mention (my grandson) in front of 
us, you know they sort of avoid, but we’ve all told them, don’t ever be afraid 
to talk about (him), but then there might be (families) who don’t want to talk 
about (their loss), you know, like a grandmother that say can’t talk about 
them.
Doris: (my daughter) said for a long time people avoided her at school, you 
know. She got to school and the other mothers wouldn’t come see her. She 
said it was awful really. But in the end, she went to them... and I think they 
were quite relieved, because they did want to talk to her, but they didn’t like 
to.
3.3.7 The subjugated grief of grandparents
In terms of professional support, most of the grandparents had not considered seeking 
and did not wish to seek professional help for their grief. Some reported that this was 
because there were no professional supports available for them at the time they lost 
their grandchild (e.g. no access to counselling over 10 years ago). Whilst others stated 
that professional support was only offered to the immediate family, but not to the 
extended family. Either way, grandparents appeared to believe that there is a social 
expectation that grandparents should be managing their own grief without additional 
support and the immediate family’s grief is more significant than that of the extended 
family:
Carol: (my grandson) died 5/2  years ago and there still wasn’t any mention 
of (counselling), only for the family (the parents and sibling)... It wasn’t 
offered to grandparents.
Jackie: I think a lot of people (ring up the helpline)... because you’re not 
even face to face with them... I don’t think the grandparents can. I think it’s 
just, you know if you’ve lost a child (e.g. for parents only). I don’t think it’s 
for grandparents.
Wendy: you read things, as I say, it’s always like the parents and the
siblings, you never hear about grandparents, you know, and they suffer as 
much... it’s easy to get grandparents sidelined... grandparents shouldn’t be 
forgotten...
3.4 The impact of multiple losses
Considering the older age of the participant group, it is not surprising that individuals 
have had multiple experiences of loss (Stokes, 1992). Most of the participants briefly 
referred to their experience of parental loss and one family reported that they had also 
lost their own son through neonatal death. However, it was the loss of a spouse and
169
JCY Lam___________________________   Mai or Research Project
multiple losses of grandchildren that appeared to be of greater reported significance on 
the impact of grandparental grief.
3.4.1 Losing more than one grandchild
Three families reported losing more than one grandchild for the same adult child, 
Betty expressed anger and exasperation at the injustice of the double pain caused to 
her daughter:
B etty: “God! What are you doing? Y ou ’ve not got this right!” ... I mean if  
y o u ’re not gonna let her have another baby, don’t let her go through being 
pregnant and having all the tests done and then not get, you know, and then 
losing it.
In the situation of losing an older grandchild in comparison to a younger one (e.g. cot
death, miscarriage and still birth), the grandparents reported stronger feelings of grief
for the older child, due to the significance of having known the child for longer:
C arol: it’s more difficult to com e to terms with when you, the child has been 
part o f  your life for 17 years.
D ennis: I suppose that’s the point, it’s the bonding, erm, that you would get, 
with (m y grandson) being sort o f  7, there was a really large amount o f  
bonding...
Pat: w e didn’t really know her (the baby that was bom  in stillbirth).
3.4.2 Losing a grandchild and a partner
The death of a partner can have a negative impact on the physical and psychological 
health of older people (Murrell et al. (1988) and women are more likely to experience 
grandparenthood as widowed persons (Spitze & Ward, 1998). The impact of losing a 
grandchild as well as a partner can be experienced as “a bitter blow” (Frances). 
Frances’ husband passed away before her granddaughter and she reported that the loss 
of her husband meant the absence of someone to support her in the double impact of 
her loss:
Frances: I felt very much alone... I needed som ebody to turn to for both 
things, and I didn’t want to lean on (m y daughter) w h o’d already enough to 
think about there.
On the other hand. Ruby’s husband passed away several years after the loss of her 
grandson and she described how she found it difficult to turn to her daughter for 
support, because of the impact on her daughter of losing a son and a father:
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R uby: It’s a bit like when her dad d ied ... w e didn’t talk about it m uch... I 
mean she never really said how much she m issed him. She must have missed 
him terribly, but she never mentioned it.
Ruby reported that she found her own double loss harder to manage, because she was 
on her own as a widow. In both cases, the grandmothers grieved in isolation, as they 
felt unable to share their concerns with their daughters, due to not wanting to be an 
‘additional burden’ to their daughter’s grief of losing a child and a father. It would 
appear that by keeping their concerns to themselves, the women have deeply painful 
feelings that have remained ‘unresolved’ several years later:
R uby: I never really asked my daughter all the details (o f  my grandson’s 
death). I wanted to, but she’s a very, very quiet, very private person... I 
som etim es think, nowadays, I think w ell shall I ask her about it. ..
This suggests that the impact of losing a grandchild may be greater, if the grieving 
grandmother is widowed (e.g. due to reduced availability of emotional support 
through her partner or her daughter). In the other two cases of widowhood, one 
grandmother’s husband passed away several years before the birth of her 
granddaughter and the other grandmother only talked about her husband’s 
involvement with her grandson’s illness and not the loss of her husband.
3.5 Bereavement needs versus maternal priorities
It should be noted that although Dennis, the only grandfather, reported strong visual 
imagery of his daughter’s distress on the day of his grandson’s death, he did not 
verbalise empathie associations in the same manner as the other participants 
(including his wife). I believe that this may be a matter of gender difference in the 
expression of empathy (McKieman, 1996), as opposed to an indication that he did not 
empathise with his daughter. As a result, Dennis’ account has not been incorporated 
into this particular section of the findings. The findings showed that the other 
maternal grandmothers expressed shared thoughts and feelings of overwhelming 
empathy for their daughter’s distress, feelings of helplessness as a mother, and a 
strong belief that “the children come first”.
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3.5.1 Overwhelming empathy for daughter’s loss
Grandmothers are reported to be more likely to experience stress from the problems of
their adult children (Spitze and Ward, 1998). The grandmothers in this study
expressed overwhelming empathy for their daughter’s distress from the perspective of
a parent losing a child:
C arol: there’s nothing worse than losing a child, is there? Your own child, 
your own flesh and blood.
B etty: because it was my daughter (it) made it w orse ... (because) I knew that 
she’d given birth to her.
And from the perspective of a mother for her own child, e.g. the grandmother’s 
personal feelings of wanting to make things better for their child:
R uby: .. .you don’t like to see your child suffer.
D oris: m y heart went out to (my daughter), I mean she was the one who was 
heartbroken and I was heart broken for her.
C arol: a mother would fight through thick and thin for her children... trying 
to say “Oh I want to make it better” ... Like you do with the little ones, (but) 
you can’t always, it’s not that easy is it? I mean, it’s such a terrible loss.
Y ou can’t say, “W ell, com e to m e.”
Pat: She fought so hard, (my daughter). A ll the time, she fought so hard for 
everything... so you feel for her so much, because she was trying so hard.
3.5.2 Feeling helpless as a mother
Most of the grandmothers reported that they “can’t imagine” what it is like for their
daughters to go through the pain and hurt that they have and are going through:
Pat: I could never imagined what it must be like go through it, you know, 
your own child. I mean what (m y daughter), I just can’t imagine what it’s 
(pause)... It’s bad enough being a grandparent, let alone a Mum.
W endy: it’s hurting enough for me. I’m feeling as i f  I’ve lost a daughter, so 
heaven knows what it must be like for (m y daughter) who has actually lost a 
daughter... I don’t know how she’s coped with it.
This enhances the grandmother’s feelings of maternal helplessness, as they feel unable
to take their daughter’s pain away:
R uby: it’s difficult to know i f  I should say anything or do anything for my 
daughter. Idon’tknow^ ...
This phrase is written in italics to emphasise the distressed and confused tone of voice expressed.
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Jackie: There’s nothing you can do for (your daughter), same with (your 
grandson), that I think is one o f  the worst things, that you can not do anything 
for th em ... yo u ’d give up your life for them, w ouldn’t you?
Betty: I find it difficult, erm, cos I can’t say the right thing can I? There 
isn’t anything I can say that w ill help ... I said to her, “W hen you were little, I 
could put a plaster on it”, i f  anyone had upset her, I could sort it out. But, I 
said “T his! I can’t do anything, I really can’t do anything!”, and she (my 
daughter) said, “Mum, Y ou ’re there!”
Frances: I fe lt ... helpless, because there was nothing I could do to help (my 
daughter)... N ot for their grief and unhappiness... I felt inadequate really.
I wondered if this feeling of ‘emotional’ helplessness was why grandmothers tended 
to respond to their daughter’s distress by trying to compensate with ‘practical’ help in 
domestic tasks and child care assistance, e.g. because they feel they can not do 
anything about the emotional burden, they try to help their daughters by relieving the 
physical burden of housework (refer to ‘the enduring support of grandparents’, 
p.174).
3.5.3 “The children come first”
Most grandmothers reported a belief that they needed to remain strong for the sake of 
their‘children’:
Ruby: there was a baby to be looked after... I couldn’t really be falling apart 
in front o f  a baby.
Carol: (I needed to remain strong) Cos I’d got to get her (m y daughter) 
through it . .. the baby had gone. I got to get her through it.
Frances: I suppose you try to put on a front... I w ouldn’t have wanted to go 
and break down over there... keep it to yourself, rather than upsetting them 
further I suppose... Y ou feel thev’ve got enough to cope with.
Most of the grandmothers acknowledged that their own grief (i.e. grandparental grief)
was “sidelined” to accommodate for the needs of their children and some reported
feelings of guilt, if they considered their own bereavement needs above their child’s:
Ruby: Y ou know you haven’t got the right to think about yourself. Y ou’ve 
got to think about the youngsters, the young co u p le .... N ot that I didn’t have 
a right to grieve, because I did grieve, but almost as i f  your feelings are 
“secondary”, because o f  what’s happened to them.
Some of the grandmothers reported beliefs that their daughter’s grief was “obviously 
worse” than that of their own:
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Betty: it’s obviously, well it’s worse for her... I can’t put myself in her
position, but I, I just try to think how it must feel, and it feels dreadful to me,
so what it must feel to her... there can’t be anything worse.
Ruby: I thought, “how must she feel, if I feel like this?” It’s so much worse 
for her.... If I feel like this how much more must she be feeling?
Whereas others felt that the hurt was “equal”, but did not deem to say so for fear of
being seen as selfish (e.g. considering their own needs) or that they may upset their
daughter:
Jackie: It’s bad enough, well I don’t know, it’s just the same I think
grandchildren or children, to lose one of them.
Wendy: some (grandparents) might say “Oh well, it was a grandchild, we’ll 
sit on the back burner cos the parents are obviously more important” and in a 
way, yes, but no grandparents are also important people.
Carol: (the adult children) have got to take on board... that you’re not
immune to the problem... they don’t/can’t see that you also are very 
emotionally upset over the whole thing.
These conflicting thoughts concerning a grandmother’s bereavement needs and her 
maternal priorities meant that many of the grandmothers struggled with what they felt 
was socially appropriate of them as a mother (e.g. to “be there” for their daughter) 
against their own grieving needs (e.g. to mourn their loss). Carol found that her 
feelings of wanting her own grief to be acknowledged were eventually expressed
during arguments:
Carol: I said, “Oh you don’t realise how much I have grieved and still 
grieve and think about him”... And she said, “You don’t know what we went 
through”... We never really spoke (before)... eventually I exploded also 
(and) I can remember saying, “you don’t know how much I am hurting, as 
well as you”. From then on, she sort of realised I think that the hurt was 
equal in us...
Carol felt that being able to express her feelings helped “clear the air” between herself
and her daughter, 516 years after the event, which suggests it takes time before
families feel it is ‘safe’ for them to share their feelings. However, some grandmothers
still feel that they are not able to and never will share their grief with their daughters:
Frances: I always feel now very sorry for (my daughter)... I haven’t ever 
spoken to her about it... I wouldn’t broach it.
Ruby: I mean it’s been such a long while now really. If (she hasn’t) spoken 
about it in 20 years, I can’t see (her) speaking about it now.
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Dyregrov and Dyregrov (1999) highlighted their belief that fathers may postpone their 
grief to remain strong for their wives, which puts them at risk of prolonged grieving. 
The findings of this study would suggest that the same could be said for maternal 
grandmothers, in that they might postpone their own grief to remain strong for their 
daughters.
3.6 The enduring support of grandparents
3.6.1 Support during the process of Illness
Grandmothers who had a grandchild who passed away from ill health reported that 
they and their husbands spent a lot of time with their daughter and grandchild, 
throughout the process. Most of the grandmothers reported taking it in turns with 
their husbands to nurse their grandchild, which meant they had little time for each 
other:
W endy: (M y husband and I) were like ships passing in the n ight... when I 
was home, he was at hospital and vice versa.
D ennis: W e took it in turns. I was up there the Saturday and Sunday, and 
then (m y w ife) was up there the M onday and Tuesday.
Jackie: (M y husband and I were) quite involved with that, which was, as 
you can imagine, really upsetting for u s ... w e stayed up there quite a b it...
W e used to, you know, all sort o f  mucked in together really.
Most of the time the grandparents shared responsibility with their daughter, so that
their daughter could have a break or spent time with the rest of her family:
Pat: (M y husband) stayed with (my grandson) a lot in hospital. W e stayed 
with him, so (m y daughter) could have a break. And (her and her husband) 
could have som e time together, and with the other tw o (children) as w ell.
B etty: (Som etim es) w e would stay with (with m y granddaughter), so that 
(m y daughter) could go out to (tow n )... and you know just wander round the 
shops or go and have a coffee or something.
Other times, the grandparents supported and cared for their daughter by keeping her
company. Most of the grandmothers reported helping with domestic chores like
cooking, cleaning and providing child-care for remaining children whilst the parents
(and their husbands) were at the hospital:
Betty: ...a t  first w e used to go straight from work, but after a little while, 
you know at first you just wanna get there and, but after she’d been in like, 
say 2 months, I said “W e’ll go home and I’ll cook you dinner, and Dad and I
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w ill have our dinner” and they had a kitchen there with a m icrowave in .it, so 
w e used to cook like, w ell she must have ate like stews and stuff like that, 
stuff that you could heat up.
One grandmother also reported helping out with hospital appointments (e.g. 
accompanying her grandchild when her daughter were busy):
C arol: I helped out as and when I could, and I went w ith him many times to 
(the hospital)... I used to sit with h im ... he was ill on and o ff  for over IVi 
years... sitting there while he’s having the treatm ent... it’s quite a long 
procedure, and it is quite emotionally draining...
Therefore, as well as undergoing the shared distress of their grandchild’s medical 
condition, both grandmothers and grandfathers gave a considerable amount of 
emotionally supportive time and physical commitment to their daughter and 
grandchild, throughout the process of illness:
Betty: W e gave up 6 months just for our grandchild, with no thought o f  
anything else. I mean, she needed us and w e were there. Everything else 
was put on hold, you know, it didn’t occur to us that it was a, don’t look at it 
as a sacrifice cos it w asn’t, she was our child, you know, our grandchild... 
she was our blood.
D ennis: The other thing that’s very important is, without the support o f  the 
parents or the grandparents, the hospitals where they were, those hospitals 
would fall apart, because the amount o f  time that I did, the bed pans, helping 
(m y grandson). And other grandparents doing exactly the same.
Thus, as practitioners, we need to consider what clinical services and bereavement 
support organisations can do to support grandparents during the process of illness, as 
well as what we can offer to them after.
3.6.2 In response to the event of loss
After the death of a grandchild, all of the grandmothers reported offering practical 
support with domestic chores (such as ironing, washing, cleaning and cooking), which 
appeared to be an automatic response to helping their daughter in her distress. Some 
grandmothers reported feeling helpless in being able to give their daughters emotional 
support, so instinctively helped with the housework, as these were “things that needed 
doing”:
Ruby: in the early days, it’s difficult isn’t it, I used to go round and there 
were often lots o f  dirty mugs and things and I would go straight in and do a 
big sinkful... (M y other daughter) said to me one day “when you go visit, 
don’t go in and start doing the washing up, just sit down and talk to
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her.. .that’s all she wants you to do. She doesn’t want you to go in and do all 
the washing up.” I said “Oh, alright then.”
Betty: I said to her, you know, “D on’t worry, whatever you want me to do, I 
w ill.” She said, “Can you do this” and “Can you do that”, and I was really 
happy to do it, cos I just felt I was being o f  som e sort o f  help, do you know  
what I mean? Instead o f  crying over her all the time, which I seem ed to d o ...
Grandfathers were reported to help with more practical things such as helping the 
family register the death and assist with funeral arrangements etc. Dennis reported 
that he was unhappy with the way his grandson had passed away and spent some time 
searching for answers as to why it happened:
D ennis: I didn’t want another child to suffer the same way as (my grandson) 
did. I can’t save (m y grandson), can’t bring him back. But what I wanted to 
do was try to alter the system or have an input into the system, to make sure it 
didn’t happen again.
3.7 Family dynamics in the grieving process
3.7.1 Grieving apart versus grieving together
Some grandmothers reported that their family coped with their grief by grieving 
“together”, where communication about their loss was open and grief was shared:
Jackie: W e can (all talk together)... everybody is the sam e... they all know  
how everybody else feels, and w e all feel the same, really ...
Betty: on her birthday and her anniversary... this is the w ay (w e) cope with 
it, by all being together. And w e have found that w e all need to be together 
on the two days.
On the other hand, a number of the grandmothers reported an ‘unspoken’ rule that 
grief is something people need to manage on their own and is not ‘shared’ with the 
family:
Carol: I don’t know w hy I (went to the funeral hom e) on my o w n ... But w e  
never got round to discussing that væ would go as a unit to see the ch ild ... it 
took a great courage to go there... M y husband, funnily enough, went later on 
in the day on his own.
Pat: it’s difficult isn’t it, cos you ’re all going through the same th ing...I 
mean how do you talk it out? I mean how  do you ? ... Y ou ’re feeling it, but 
you carry on.
D ennis: Y ou ’re right, you ’ll find that you ’ll grieve in your only little pot 
here, i f  you like.
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Ruby reported that she did not feel comfortable talking to her daughter about their 
loss, because she did not want to “intrude”;
R uby: I didn’t feel that, without being intrusive, I could really ask her and 
knowing how much she must be suffering anyway, I w ouldn’t have wanted to 
ask her.
This suggests that there are apparent “boundaries” within the family grieving process 
and part of this may be associated with the grandparents’ perceptions of the 
boundaries of th e ‘immediate’ family:
Carol: I didn’t go (see m y grandson) for the last fortnight, because (my 
daughter) told us not to go near... They felt that they’d just like to keep it 
within (the family): him, m y daughter, her husband and (his brother). Yeah, I 
suppose that is a regret really, that w e didn’t go during that last final w eek ...
(but) she didn’t want other people there.
Unfortunately, the rules and boundaries regarding the family grieving means that a 
number of grandmothers in this study reported feeling excluded from the family 
grieving process. This had a greater impact, if grandmothers were not able to share 
their grief with their husband (e.g. because they had lost their spouse or if their 
husband’s response to grief was different to theirs):
W endy: (M y husband) bottles it all u p ... so a lot o f  things were hidden 
really... I get very em otional, (my husband) can’t cope with that, he can’t 
cope with tears.
Frances: I was still grieving for (m y granddaughter), sort o f  on my ow n ...
(my daughter) had her husband and I w ouldn’t want to, it’s not the same 
som ehow ... But I suppose, i f  my husband had been there, w e could have had 
a cuddle and grieved together like that.
3.7.1 Grief as a triangulated relationship
The impact of a decreased functional role within a family creates disequilibrium in 
family functioning, and alliances may occur where certain members feel closer 
together and others feel more isolated (Worden, 1991). The most significant 
‘triangulated’ relationship appeared to be that of the grandmother, their daughter and 
their son-in-law. In the event of loss, the response of the daughter depended on the 
type of relationship she had with her husband. For example, Carol reported that one 
daughter was emotionally dependent on her because she was not able to turn to her 
husband, whilst the other daughter seemed to be more independent of her:
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Carol: (One o f  my daughters) had a very, very supportive husband... I think
really (if) she was emotional, she could ... turn to her husband; whereas 
perhaps (my other daughter) couldn’t quite so much.
In this case, Carol felt redundant and awkward with the daughter who was more
independent of her, because she did not feel “needed”. Ruby reported similar feelings,
as her daughter seemed to be closer to her husband than she was with her. Therefore,
she had concerns about intruding on her daughter’s relationship with her husband:
R uby: I think w e would have been intruding, really. Particularly from my 
son-in-law ’s point o f  v iew  as w e weren’t his parents and he might have just 
wanted to be with his w ife.
On the other hand, listening to some of the stories recounted by some grandmothers, I 
felt that the son-in-law was a “distant figure” in their narratives (e.g. only brief 
references were made) and that the grandmothers’ account only consisted of the close 
relationship between herself and her daughter. In these cases, I wondered if the son- 
in-law could feel like the redundant and awkward person in this triangulated 
relationship. The triangulation of family relationships after the loss of a child would 
warrant greater investigation in further research studies.
4 DISCUSSION / SUMMARY OF MAIN FINDINGS
4.1 Volunteer bias from maternal grandmothers
All of the volunteers for this study were maternal grandmothers, with the exception of 
one maternal grandfather. This means that the results of this study do not show us the 
bereavement experience of losing a grandchild for grandfathers or paternal 
grandmothers. Therefore, due to the hidden voice and story of the meaning of losing a 
grandchild to these particular grandparents, the findings of this study should not be 
taken as suggesting that the experience of maternal grandmothers is of greater 
significance than other grandparents. It is important that we do not “forget” that there 
are other types of grandparents to take into consideration. McKieman (1996) 
highlighted that men who are less likely to talk about their grief are the most 
distressed, which suggests that less verbalisation does not necessarily mean that their 
bereavement experience is any less painful.
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The maternal grandmothers in this study reported that they volunteered for this study 
because they were closer to their daughter’s child due to greater child-care 
involvement. The grandmothers stated that significant involvement in co-parenting 
had a greater impact on their grandparental grief, e.g. looking after the grandchildren 
whilst their daughters were at work, being involved from birth in child-minding and 
continued involvement such as collecting them from school and having them stay over 
night. Two of the grandmothers perceived their grandchild to be like one of their own 
children (e.g. “she was more like a daughter to me”, “I felt like I’d lost a son”), which 
highlights the significance of their attachment relationship with the lost child. 
However, it should be borne in mind that not all maternal grandmothers may have 
experienced this type of closeness to their daughter’s children or even their daughter 
themselves.
A couple of the grandmothers felt that the loss of a child is worse for ‘the mother’ 
(e.g. because of giving birth to the child). In her feedback. Ruby reported that the loss 
of her daughter’s child was of particular significance to her, because of the connection 
between having “ a child from womb to womb”. Therefore, there appeared to be an 
integral link of ‘motherhood’ across the generations for this particular sample of 
maternal grandmothers.
4.2 Further understandings of double grief
So far bereavement research literature has only briefly made references to the concept 
of grandparental ‘double grief (McLaren, 2005). The use of qualitative interviewing 
in this study has enabled a more in-depth view of this type of bereavement experience 
for maternal grandmothers\ The results highlight that the major themes that arose in 
relation to double grief were: 1) the grandparent’s experience of injustice at their 
personal loss (i.e. grandparental grief) and 2) the experience of maternal helplessness 
and empathy for their daughter’s loss (i.e. maternal concern). The findings help 
clarify these two concepts more precisely.
* Note: as explained in the results section, the grandfather has not been incorporated into this double 
grief section, because he expressed empathy for his daughter in a different manner to the rest o f the 
female participants.
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The results indicate that maternal concern involves: 1) overwhelming empathy for a 
daughter’s loss, 2) feelings of helplessness as a mother, and 3) the social belief that 
“children come first”. The findings in these areas show that there are two dimensions 
of empathie association in maternal concern for a daughter’s loss: a) empathy as a 
parent for a parent (generalised empathy) and b) empathy as a mother for the suffering 
of their own child (personal empathy). The former is where a grandmother relates to 
their daughter from the shared general status of being a parent and perceives the loss 
of a child as “the worst thing that could ever happen” to a person. The latter is where 
a grandmother relates to her daughter from her identity as the daughter’s mother, 
which leads to strong feelings of wanting to protect and rescue their grieving adult 
child (e.g. “you don’t like to see them suffer” and “you’d do anything, give up your 
life for them”).
The main components identified for grandparental grief were: 1) a sense of injustice at 
the loss of a child’s life, 2) the personal implications of their loss and 3) the perception 
that grief does not dissipate, even 10 years after the event. Similarly to maternal 
concern, there appears to be two dimensions to grandparental grief: a) sympathy as a 
family member for the loss of a child that belonged to the family (generalised 
sympathy) and b) feelings of sympathy for their own loss as a grandparent for a 
grandchild (personal sympathy). The first dimension regards feeling sorry for the loss 
of a child for the family (e.g. “our child”, “our flesh and blood”), whilst the latter 
refers to the grandparent’s self-sympathy for their own personal loss of a special 
relationship (e.g. the loss of cherished interactions with a loved one).
Figure 2: Empathie and svmnathetic associations in double grief
Grief for the adult child 
(Empathy)
Grieffor the loss of the child 
(Sympathy)
Generalised A parent for a parent A family member for family.
Personal A mother for a child A grandparent for a grandchild
The grandfather’s experience has not been incorporated in to this component, as his verbalised reports 
of empathy were not the same as that reported by the grandmothers.
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The findings show that the main difficulty with double grief is the grandmother’s
struggle between her identity as a grandmother (e.g. to meet her own bereavement 
needs) and her identity as a mother (e.g. socio-cultural beliefs that her children’s 
needs must come first). Some grandmothers reported difficulties balancing the needs 
of both, as they were perceived to be contradictory (e.g. focusing on their own needs 
meant they were not focusing on their daughter’s needs). Identity theory suggests 
“individuals may attempt to cope with loss in a highly valued domain by devaluing the 
importance of the role in which the stressor arose” (Krause, 1994; p. 147). Most 
grandmothers tended to manage this identity dilemma by prioritising their maternal 
role over their grandmatemal role. Unfortunately, as evident in a few of the accounts, 
“sidelining” grandparental grief can potentially lead to “unresolved” difficulties, even 
several years after the event (e.g. feeling unacknowledged, grieving in isolation and 
tension in family dynamics). Therefore, in order for grandmothers to effectively 
manage double grief, their ability to fulfil the function as both a grandmother and a 
mother needs to be enabled during the grieving process, so that the needs of both 
identities can be met. Some grandmothers reported that they did not have any
difficulties with their dual identities, as they were able to function as both
grandmother and mother within the family grieving process. A couple of 
grandmothers reported that shared grieving with their daughter and her family was 
helpful in enabling better coping with grandparental grief (e.g. thinking about and 
sharing memories regularly together as a family). Although it is acknowledged that 
not all families feel ‘comfortable’ doing so, family therapy could be helpful in 
facilitating the conversation in shared grieving for some families.
4.3 Factors influencing grandparental grief
When considering the needs of grandparents, after the experience of losing a 
grandchild, factors which are likely to impact grandparental grief should be taken into 
account, such as ambivalent feelings about new additions to the family, the experience 
of multiple losses of grandchildren, the influence of widowhood on coping, and 
perceived limits to professional support. Very little is known about the impact of 
these factors on grandparental bereavement and the findings in this study can only 
provide a stepping stone for further research.
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One of the main concerns is where grandparents have reported continued feelings of 
“unresolved” grief, as a result of being unable to share their feelings with their family 
and grieving in isolation. In these cases, there is a potential for repercussions on the 
individual’s mental and physical health, particularly if the person is of older age 
and/or widowed. Therefore, individual grief counselling may be helpful in these 
situations to give the grandparent an outlet for their emotional expression. One 
grandmother reported that she found it helpful to talk to someone else about her grief, 
as she was able to say things that she was not be able to say to the rest of her family. 
However, not all grandparents felt this way, most reported that they did not feel 
comfortable talking to “a stranger” about their family concerns and preferred to deal 
with their grief in their own way.
4.4 Clinical implications
In light of the enduring support given by the grandparents to their daughters and their 
grandchildren, during the process of illness and after the event of loss, it seems 
incomprehensible that the grandparents ‘inclusion’ in family support should stop after 
the event of loss. The findings of this study could be used to raise public and 
professional awareness of the possible grief processes of grandparents following the 
death of a grandchild.
McKieman (1996) reported that the majority of bereaved older people do not require 
specific clinical interventions, as they tend to adjust of their own accord. However, a 
significant minority may benefit from professional input, particularly in the early 
stages of the grieving process. Some grandparents reported that they chose not to be 
involved with support services, because they did not have any confidence in services 
to help them through their grief (e.g. “nothing anyone says helps”, “there’s nothing 
that I couldn’t say to my family”). On the other hand, other grandparents reported that 
they did not receive or seek professional help, because they did not feel they had a 
right to access services (e.g. “not for grandparents”) or were not aware of availability 
of supports (e.g. “wouldn’t know where to go”). Therefore, it would be helpful for 
professionals to consider ways of increasing awareness and accessibility of 
bereavement services for grandparents, e.g. by considering the potential needs of the
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‘hidden’ members of the family (such as grandparents) when supporting parents and 
siblings after the death of a child.
All of the grandmothers in this study reported that they placed their maternal 
prioritises over their own bereavement needs, but some felt that they would have liked 
to have had their grief acknowledged. It seemed as though these particular individuals 
were seeking reassurance that it was appropriate for them to have bereavement needs 
met as well. As such, raising awareness of the potential difficulties for grandparents 
may reassure other grandparents that they are not alone in the problems that they may 
encounter during grandparental grief. The majority of the grandparents expressed an 
interest in meeting other grandparents who have experienced the loss of a grandchild, 
as they felt that only someone else who has “been through it” could understand what it 
is like for them.
A number of grandparents reported that they grieved in isolation, because they did not 
feel it was appropriate to grieve with their daughter and her family. It is likely that 
this is a socio-cultural perception that bereaved individuals should avoid talking about 
death, grieve in private, and then “pull up (their) socks and get on with (their) lives” 
(Parkes et a/., 1997; p.5). However, some grandmothers yearned to talk to their 
daughters and share their grief, but felt unable to “broach it”. This highlights the 
potential difficulties with family communication, during bereavement, and it may be 
helpful to raise awareness for both bereaved parents and grandparents of the potential 
benefits of shared grieving. This could be done in family therapy, as evident in the 
process conducted by Kissane and Bloch’s (2002) family-focused grief work, e.g. 
facilitating communication and shared grieving. The problem with this is that not all 
family members may be willing or comfortable attending family sessions for their 
grief (Rosenblatt, 1995). However, considering the influence of dyadic and 
triangulated relationships within the family grieving process, this may be a ‘space’ 
where families can talk to one another and work through some of their communication 
and relationship difficulties. The implications for clinical and volunteer services 
would be to consider availability of resources (e.g. individual and family therapists) 
and the cost implications for providing more accessibility to this type of support.
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4.5 Future considerations for research
4.5.1 Research in other grandparent experiences
Only one grandfather participated in this study and his views were a valuable glimpse 
into what it might be like from the grandfather’s perspective. Dennis reported that he 
was initially reluctant to participate in the study, because “everybody’s individual 
perception at the first step is to close the door” to talking about family bereavement, as 
it is uncontained and that grandparents may not wish “to open the door to (their) 
grieving”. Carol’s husband reported a belief that men are expected to be stronger in 
society and that it’s acceptable for his wife to talk, because she’s female; whereas as a 
man, he is expected to “absorb what life throws at you”.
Although the grandmothers helped give some insight into what it may have been like 
for their husbands, the references were only brief and were susceptible to reporter bias 
(particularly if the participant was having relationship difficulties with her husband). 
Therefore, the grandfather’s experience is evidently an area that requires much further 
qualitative research. For example, it would be of interest to investigate how 
grandfathers experience empathy for their daughters. In Dennis’ case, he portrayed 
the picture of a grandfather who was distressed by his daughter’s loss and responded 
by fighting for her against the hospital system. His response was practical, but he did 
not verbalise helplessness or overwhelming feelings of empathy like the other 
grandmothers did. It might also be interesting to see if a grandfather empathises 
differently with a son or whether parental grandmothers have similar feelings of 
empathie association with their male child.
4.5.2 Family bereavement research that incorporates grandparents
This study only gives the grandparents’ point of view of their relationship with the 
parent of the deceased. Consideration needs to be given as to how the perception of 
the adult child can ethically be obtained, in terms of their perception of their 
relationship with their parents. The main problems with this are: 1) the grandparents’ 
right to confidentiality concerning their feelings and perceptions of their relationships, 
and 2) the unethical situation of asking the parent of the deceased questions about 
their relationship with their parent without addressing other issues concerning their 
loss and other significant relationships.
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One possible solution might be to interview a grandparent and a parent together 
addressing their shared experience of loss and the impact it has had on their 
relationship. However, although this would have the advantage of replicating the 
clinical setting of relationship/family therapy, it creates its own problems in light of 
the possibility of reluctance to disclose (Rosenblatt, 1995). Another possible solution 
would be for bereavement researchers to incorporate considerations for the 
grandparent-parent relationship in future research with bereaved parents (i.e. to 
explore their view of this relationship in the context of exploring other issues 
regarding their loss).
Multi-generational family interviews, similar to those conducted by Nadeau (2001), 
could incorporate grandparents into research of the family bereavement experience, 
e.g. where individuals are interviewed alone and family systemic therapy questioning 
(e.g. circular questioning) is used to interview the individual with other family 
members. This could be costly and time-consuming, but would replicate the reality of 
the clinical setting of family therapy.
4.6 Limitations to the study
4.6.1 Recruitment issues
There are a number of issues concerning the recruitment method for this study. The 
first is that only grandparents who had maintained contact with the bereavement 
support organisations were approached for this project (e.g. either through seeing the 
advert or recruitment letter themselves or having the information passed on by their 
daughters). The second is that some grandparents who may have been willing to 
participate may not have been aware of this project, due to “gate-keeping” by their son 
or daughter, e.g. the parent of the lost child may have been reluctant to speak to their 
parent about participating, due to wanting to protect their parents from getting upset or 
not feeling ready/able to talk to or acknowledge their own parent’s grief. Thirdly, the 
idea of undergoing a face-to-face interview may have enhanced some individual’s 
reluctance to participate; whereas they may have been more willing to respond to a 
more anonymous approach (e.g. questionnaire).
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4.6.2 Methodological issues
One potential criticism is that this study lacks the “triangulated” perspective of other 
family members (e.g. the husbands, the daughters and the son-in-laws). Suggestions 
for future family bereavement research, which incorporates the needs of the 
grandparents and the impact on their family relationships, were mentioned above (see 
section 4.5.2, p. 185).
This study is also missing the professional view of how much clinical input might be 
required for supporting grandparents after the loss of a child. This could easily be 
done through a quantitative study of service providers. For example, a survey of the 
staff who offer bereavement support could be used to obtain more information about 
practitioners’ experiences of working with bereaved grandparents and what their 
perceived need is likely to be.
4.7 Reflections on the interview process
4.7.1 Participants’ needs
Most of the individuals who volunteered to participate in this study were eager to 
share their story with someone who was willing to listen and reported that they hoped 
the outcome of this study would help other grandparents. Some individuals appeared 
grateful to have the opportunity to talk about sensitive issues, which they found 
difficult to do with their own families. Whilst others, who reported they did not have 
difficulty talking to their families or friends, appeared to find the process of talking 
healing and seemed to take comfort in re-telling their story to another person.
On the other hand, there were a couple of grandparents who seemed hesitant in talking 
about their experiences (e.g. Frances and Dennis), I noted that the daughters of these 
two individuals had contacted me first, before passing on the information to their 
parents and I considered whether these grandparents felt obliged to do this study (e.g. 
in response to their daughter’s suggestion to participate). I ensured that I checked 
with the grandparents, during screening and throughout the interview process, that 
they were aware of the purpose of the study, that they had consented to participate, 
and re-iterated the “get out clause”. Although, both participants agreed to continue
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with participation, I wondered if they might be going through the process because they 
did not want to let their daughters down.
4.7.2 Relationship between participant and interviewer
During the interview process, I was conscious of the influence of my ethnic 
appearance, youth and professional status on my relationship with the participants. 
Therefore, I closely monitored the engagement between myself and the participants to 
ensure that I was able to identify any concerns which may have arisen out of our 
differences. I noted that two of the families made reference to my ethnicity and asked 
whether people of my culture interacted in a similar manner to British families. 
Whilst another participant stated, “I don’t suppose you’ve had many close 
bereavements”, which I assumed was a reference to my age and not having as much 
exposure to this kind of experience as an older person.
I was wary of the potential for power imbalance between myself and the participants 
(Yardley, 2000), due to their emotional vulnerability during bereavement recall. 
Unlike my clinical experiences, where the relationship may be longer (e.g. over a 
number of weeks with substantial time to build on beginnings and endings), the 
research interview seemed to be a rather brief interlude (e.g. a one-off session). This 
made me reflect on the brevity of my relationship with the participants and the 
meaning and influence my brief encounter would have on them and myself.
4.7.3 Sharing the findings with participants
A number of grandparents reported that they wished to share the findings from this 
study with their families and I needed to consider the impact this study might have on 
the other family members. My main concern was that other family members might 
find the result of this study upsetting (e.g. due to the grandmother’s expressed 
difficulties with relationships and their ‘secret’ feelings about certain aspects of family 
life). Therefore, I ensured I discussed these aspects with the participants involved and 
checked with them that they were in agreement for these issues to be presented in the 
report. I was aware that some family members might be able to identify their kin 
through ‘guesswork’ and clarified this with the participants. The participants reported 
that they were not concerned about being identified by their family members and
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some stated that they were able to stimulate family conversation about their feelings 
after the session.
4.8 Self-reflections of the process of the study
On reflection, due to the nature of topic being studied (e.g. bereavement), it may have 
been more helpfijl for myself to have obtained supervision after each interview to 
ensure my own feelings were contained and manageable. Although I felt at the time, I 
was able to manage these feelings appropriately and in a professional manner without 
much supervisory input, an event occurred which made me realise that I had been 
‘influenced’ by my participants more than I had actually realised. The event was the 
loss of a colleague’s baby through stillbirth, which happened after I had finished 
conducting all the interviews for this study. I found myself relating to my colleague’s 
situation in a more personal way than I think I normally would have, and found that I 
became overwhelmed with empathie grief for her loss. On reflection, I realise there 
was more to my feelings than just what had happened to my colleague, I realise that I 
was tapping into the empathie feelings I felt for the grandparents in this study and that 
I was identifying with their reported feelings of “helplessness” in my own personal 
experience. As a result, I turned to my network of colleagues for emotional and 
psychological support to ensure that I continued to look after my own well-being.
4.9 Summary
The findings of this study show that the loss of a grandchild can have lasting effects 
on a maternal grandmother and their emotional needs may not be met over time, 
particular if they find it difficult to or do not have anyone they can share their feelings 
with. The results indicate that greater sensitivity and consideration needs to be given 
to understanding the role grandparents play in the life of a dying child and their 
involvement in the family grieving process after the child had passed away.
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Risk Management Issues
Potential risks to participants
1. Emotional Distress
There is a risk that participants may become emotionally distressed, during the 
interview, as a result of the re-stimulation of painful memories. The interviewer will 
use their clinical judgement to determine whether the participant is undergoing 
extreme distress. If this situation occurs, the interviewer will stop the research 
interview and use their clinical counselling skills to help the participant work through 
their emotional distress. Once the participant is deemed to be in a calmer disposition, 
the interviewer will assess whether it is appropriate to continue with the research 
interview. If not, then the session will be terminated and the interviewer will spend 
some time with the participant talking about other topics of conversation to ensure that 
the participant is emotionally contained. The interviewer will give the participant the 
list of counselling helpline numbers and suggest that the participant contact one of 
them for further counselling support or contact their GP for an appropriate referral for 
further bereavement support. Any such incidents will be reported to the university 
and field supervisors, and the interviewer will follow-up a week later to ensure that 
the participant has been safeguarded.
2. Expressions o f harm to self or others
There is a risk that participants may disclose information regarding harm to 
themselves or to others. Issues of confidentiality have been highlighted in the 
information sheet and will be reiterated in the interview session to highlight that any 
such disclosure will need to be taken further to seek professional guidance. If the 
participant expresses any suicidal ideations or reports incidents of harm to others, they 
will be reminded of the issues of confidentiality reported in the information sheet and 
the need for the interviewer to inform appropriate professionals (e.g. report back to 
supervisors, and emergency contact with GP/child protection etc.), in order to 
safeguard the participant and/or relevant others. Any such incidents will be discussed 
with the university and clinical supervisors, so that supervision on risk management 
may be given to the interviewer.
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Potential risks to interviewer
3. Risks o f harm to interviewer durins interview
Although the risk of violence or aggression during interview is unlikely, the 
interviewer has been trained to deal with the management of emotional expressions 
such as anger. In the event of signs of escalating anger, the interviewer will stop the 
interview process and neutralise the situation, e.g. by helping the participant calm 
down through distraction and suggestions of relaxation (i.e. step out for a cup of 
coffee or go for a walk). In extreme circumstances, the interviewer will guard her 
own safety by leaving the room and seeking help/support from others. Any such 
incidents will be reported immediately to the university and clinical supervisors.
4. Risks concernins Home Visits
The whereabouts of the interviewer, when visiting participants in their homes, will be 
monitored at all times by the University and Clinical supervisors. Home visits will be 
monitored by noting the location, time and date of visits; and the interviewer will 
ensure that .others are aware of when she has entered and left a participant’s house. As 
a : trainee clinical psychologist, the interviewer is aware of the risk management 
protocols required for visiting patients in their own home, as part of her work in the 
community with NHS patients and in accordance with the University Programme’s 
Home Visiting and Trainee Safety Policy.
198
JCY Lam_______________  '  Major Research Project
Appendix II 
Information Sheet
Pages 199 -  202 (including cover)
199
JCY Lam _____________________________  Major Research Project
H E A D E D  P A P E R  -  University of Surrey
Date
INFORMATION SHEET
You have been invited to take part in a research study. Please read this information 
sheet carefully and give yourself time to consider whether or not you wish to 
participate. Feel free to discuss this with other people, if you so wish, or to contact me 
for further information.
Title of research study:
The loss o f a grandchild: an exploratory study o f the experience o f bereaved 
grandparents, using interpretative phenomenological analysis (IPA).
Principle Researcher/Interviewer:
(Researcher’s name) Trainee Clinical Psychologist.
What is the study about?
I wish to conduct a study on the bereavement experience of grandparents, after the 
loss of a grandchild, to help further our understanding of the personal experiences and 
meanings of grief for these significant family members. It has been reported that 
grandparents often experience "triple-layered grief, after the death of a grandchild, 
due to .grieving for the loss of the child, feeling concerned for the welfare of their 
grieving son/daughter, and mourning their own loss of future expectations (e.g. loss of 
continued family heritage). I would like to examine this theory in more detail and 
explore how a bereaved grandparent’s support networks may have helped or hindered 
their healing process (e.g. friends, family, community and professional input).
What does the study involve?
A 60-90 minute interview session with the researcher, which will be tape-recorded for 
the purpose of data analysis. Plus, a 20-minute feedback session, one month after 
your initial interview, to discuss the findings of the research and to obtain your view 
of how the results have been interpreted (e.g. whether you agree or disagree with the 
way the results have been presented).
What happens next in the study?
After your initial interview, the tape-recorded session will be typed up for analysis. 
Your identity will be kept anonymous, as your name and any other identifiers (e.g. 
place names) will be changed on the transcripts, so that you will not be recognised in 
the write up of the study. The transcript of your interview will be analysed with other 
transcripts to identify any themes that are similar from your experience and the 
experience of other grandparents. These themes will be presented as the final results 
of the study, and quotations will be selected from the range of transcripts to be used in 
the final write up as supporting evidence.
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Confidentiality and Consent
All data will be handled in accordance with the Data Protection Act 1998. The 
recorded tapes will be kept in a locked filing cabinet in a locked room at the 
University and will be destroyed once the study has been completed. As stated before, 
your identity will remain anonymous, so that the information you share remains 
confidential and the results will be presented in more general terms. Specific 
information from the interview will not be shared with others, unless it involves harm 
to yourself or to other people; whereby I am legally obliged to inform appropriate 
professionals (e.g. emergency contact with your GP or child protection etc.), in order 
to safeguard yourself and/or relevant others.
Why is the study important?
The loss of a child can be detrimental to any family member. However, most research 
studies on bereavement tend to focus on the experience of the parents and siblings, 
and the experience of a grandparent has been given very little attention. I am hoping 
that my study will help clinical and voluntary services better understand the 
bereavement process for grandparents, so that they can improve the services that they 
provide for grieving families.
Are there any disadvantages to participating in this research?
Due to the sensitive nature of bereavement, you may find that some topics of 
discussion may be uncomfortable or distressing. In these circumstances, you or the 
interviewer may stop the interview. You will be reminded that you do not have to talk 
about anything you do not wish to and may take a break from the interview, if you so 
wish. If you become emotionally distressed, the interviewer will use her counselling 
skills, as a trainee clinical psychologist, to help you manage your distress and will 
suggest further avenues you can seek support from (e.g. counselling helpline or 
contact with your GP).
Are there any benefits to participating in this research?
Although recalling bereavement experiences can be upsetting, you may feel a sense of 
relief that their grief is being acknowledged and that you are being given the 
opportunity to express and share your feelings, which is an important part of the 
healing process in bereavement. You will be given the opportunity to share and retell 
your story, so that others (e.g. professionals, grandparents, other family members etc.) 
may leam from it. You may be seeking to enhance your own understanding of the 
bereavement process and the results of the study may provide you with some insight 
as to how other bereaved grandparents may have felt (although their identities will 
remain anonymous).
What will happen to the results of the research study?
The results of the study will be written up and submitted as part of my research studies 
on a Doctorate course in Clinical Psychology. The results will also be submitted for 
publication in scientific peer-reviewed journals, to help others leam from the
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experiences that have been shared. Your consent will be sought, in the feedback 
session, concerning the use of any quotes from your transcript in the publication (you 
can request that the researcher does not publish any of your quotes, if you so wish). A 
summary sheet of the findings will also be sent to all participants and the participating 
bereavement support groups. You will not be identified in any of the reports or 
publications, as your name and any other identifiers will be changed.
Withdrawing from the study
As a volunteer, you are free to withdraw from the study at any given time and do not 
need to give any reasons for doing so. You may also refuse to complete any part of 
the study if you so wish (e.g. not answering certain questions).
What to do if you decide to take part in this study?
If you decide to take part in this study, please complete the consent form and return in 
the freepost envelope enclosed. On receipt of your response, the researcher will 
contact you by telephone to discuss a time, date and place that is convenient for you to 
be interviewed.
Further Information
For further information about the study, you can contact me on my mobile number 
(number) or e-mail me at (e-mail address).
Thank you for taking the time to consider taking part in this study.
Yours sincerely
(Researcher’s name)
Trainee Clinical Psychologist
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UniS
Ethics Committee
04 January 2005
Ms Jenny Lam
Trainee Clinical Psychologist 
Department of Psychology 
School of Human Sciences
Dear Ms Lam
The loss of a grandchild: an exploratory study of experience of bereaved 
grandparents, using interpretative phenomenoioqical analysis (EC/2004/95/Psvch)
On behalf of the Ethics Committee, I am pleased to confirm-a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 04 January 2005
The list of documents reviewed and approved by the Committee is as follows:-
Document Type: Application 
Version: 1 
Dated: 05/10/04 
Received: 06/10/04
Document Type: Research Protocol 
Version: 1 
Dated: 07/04 
Received: 06/10/04
Document Type: Appendix I - Information Sheet 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix II - Consent Form 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix III - Interview Schedule 
Dated: 08/04 
Received: 06/10/04
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Document Type: Appendix IV - Standard Letter 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix V-Risk Assessment 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix VI - Insurance Proforma 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix VII - Copies of Insurance Cover/Indemnity 
Dated: 08/04 
Received: 06/10/04
Document Type: Appendix VIII - LREC Correspondence 
Dated: 08/04 
Received: 06/10/04
Document Type: Your Response to the Committee's Comments 
Dated: 10/12/04 
Received: 17/12/04
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr A Vetere, Supervisor, Dept of Psychology
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Advertisement for Newsletter
A Message for Grandparents
The loss of a child can be detrimental to any family member. 
Most studies on bereavement tend to focus on the experience of 
the parents and siblings, but the experience of a grandparent has 
not had much attention in research.
I am a trainee clinical psychologist who is interested in finding 
out more about the experience of grandparents and would like to 
interview anyone who has lost a grandchild, as part of my 
doctoral study at the University of Surrey. I am hoping that my 
study will help us better understand the bereavement process for 
grandparents to inform public and voluntary services on how to 
better support them.
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Standard Covering Letter
H E A D E D  P A P E R  -  U n iv ersity  o f  Surrey
D ate
D ear S ir/M adam e,
Re: Research study on the bereavement experience of a grandparent
T hank y o u  for vo lu n teer in g  to participate in  th is study. E n c lo sed  is  an inform ation  
sh eet h ig h lig h tin g  w h at the study is about. P lea se  read carefu lly  b efore y o u  d ecid e  
w hether y o u  w o u ld  lik e  to  take p ^  or not.
I f  y o u  d ec id e  that y o u  w is h  to take part in  th is study, p le a se  co m p le te  the con sen t form  
e n c lo sed  and return in  th e freep ost en v e lo p e  p rov id ed . O n ce  you r resp on se  has b een  
rece ived , I w ill  con tact y o u  b y  te lep h o n e  to arrange a su itab le  tim e, date and p lace for  
us to m eet.
I f  y o u  h a v e  any further q u estion s, p lea se  do n ot h esita te  to  con tact m e on  the ab ove  
num ber or e -m a il address.
Thank y o u  for you r tim e and consideration .
Y ours sin cere ly .
(R esearch er’s n am e)
T rainee C lin ica l P sy c h o lo g is t  
U n iv ersity  o f  Surrey
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Consent Form
H E A D E D  P A P E R  -  U n iv ersity  o f  Surrey
Date
PARTICIPANT’S CONSENT FORM
Title of research study:
T he lo ss  o f  a grandchild: an exp loratory  study o f  the ex p er ien ce  o f  b ereaved  
grandparents, u s in g  interpretative p h en o m en o lo g ica l a n a lysis  (IP A )
Name of researcher:
(R esearcher n am e)
Please initial box
1. I confirm  that I h a v e  read and understood  the in form ation  sh eet, dated for  
the ab ove stu d y  and h a v e  had the opportunity to  ask  q u estion s.
2. I understand that the in terv iew  w ill  be audiotaped  and that the tape w ill  be  
kept secu rely , in  a lo ck ed  cab in et in  a lo ck ed  room , and w il l  b e  d estroyed  
on co m p le tio n  o f  th is study.
3. I understand that m y  participation  is  voluntary and that I can  d ec id e  not 
to  participate at an y  g iv e n  tin ie.
4 . I h ave b een  in form ed  o f  the issu es  o f  con fid en tia lity  regarding th is project 
and understand that m y  id en tity  w ill rem ain  an on ym ou s.
5. I g iv e  p erm issio n  for the researcher to  u se  so m e  o f  m y  q u otes for  pub lication , 
as lo n g  as m y  id en tity  rem ains an on ym ou s.
6. I agree to take part in  the ab ove study.
Signature. 
D a te ...........
N a m e o f  Participant:
C ontact D eta ils  (e .g . te lep h o n e  num ber):
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Interview Schedule
Introduction
T hank y o u  for b e in g  here tod ay  and agreein g  to  take part in  m y  research. I am  
currently w ork in g  on  m y  c lin ica l p sy c h o lo g y  doctorate research  p roject in  exp loring  
the ex p er ien ces o f  grandparents after the death  o f  a  grandchild . T he aim  o f  th is  
project is to  h e lp  p eo p le  w h o  w ork  in  b ereavem en t and fa m ily  therapy serv ices  to  
better understand the ex p er ien ce  o f  b ereaved  grandparents. T herefore, I w o u ld  lik e  to  
ta lk  to y o u  about your v ie w s  and fee lin g s  about you r particular lo ss . Y o u  m ay stop  
the in terv iew  at any g iv e n  tim e, particularly i f  y o u  fe e l u n com fortab le  or d istressed  by  
anyth ing that w e  d iscu ss.
For the p u rp ose o f  th is  project, I w ill  n eed  to tape-record  the in terv iew , w h ich  you  
h ave already co n sen ted  to  and s ign ed  a consent form  to  g iv e  m e p erm issio n  to do so. 
A s  th is research  is  confidential, y o u  id en tity  w ill  be an o n y m ised  and the tape w ill  
o n ly  b e  u sed  for  the p u rp ose o f  data an a lysis  for the w rite-u p  o f  m y  report. I m ay  
w ish  to u se  so m e  q u otes from  you r in terv iew  as supporting ev id en ce  to sh o w  the k inds  
o f  th em es that h a v e  c o m e  up in  m y  results, as I sa id  b efore  you r identity  w ill not be 
d isc lo sed  i f  th is  is  so . Is that ok  w ith  you? D o  y o u  h a v e  any q u estion s b efore w e  
start?
1. Background Info
•  H o w  did  y o u  hear about the study? -  w h at in flu en ced  you r participation / 
hindered  it?
•  C an y o u  te ll m e  your: age , e thn icity , re lig io n , ed u cation , em p loym en t?
2. Family Tree
It w o u ld  b e  h e lp fu l for m e, i f  w e  cou ld  draw  a family tree, so  that I m ay h ave a 
better p icture o f  w h o  the p eo p le  in  your fa m ily  are (Genogram).
• W hat is  the n am e and age o f  your spouse/partner?
•  H o w  m an y  ch ildren  do y o u  h ave?
•  W h o are th ey  m arried to /liv e  w ith?
•  H o w  m an y  grandchildren do y o u  h ave?
•  A re there any other rela tives y o u  w ish  to  in c lu d e  in  your fa m ily  tree?
•  H o w  m u ch  con tact do y o u  h ave w ith  ea ch  m em ber?
•  W h o in  your fa m ily  are y o u  c lo se s t  to?
3. Being a Grandparent
•  W hat d o es  it m ean  to  b e  a grandparent for you ?
•  W hat ro le  do y o u  p la y  as a grandparent? (e .g . ro le  o f  care - b ab ysittin g  e tc .)
•  W hat ex p ecta tio n s d id  y o u  have about b e in g  a grandparent?
4. Grandchild
•  C an y o u  te ll m e a b it m ore a b o u t_________ ?
What was your relationship like with______?
What happened in event of loss? (If you have difficulty talking about the event 
of loss, then you don’t need to go into details...)
-  When did this happen? (year)
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H o w  o ld  w as
-  W as it sudden  or exp ected ?  (situation)
-  H o w  did  your fa m ily  respond?
5. Grief
A s  a parent, h o w  did y o u  fe e l for your son /d au gh ter at the tim e?
H o w  d id  y o u  co p e  w ith  the dual role o f  b e in g  a parent/grandparent? (double 
whammy?)
H ave y o u  had any p rev io u s ex p er ien ces o f  lo s s  that m ay  h ave h e lp ed  or 
w o rsen ed  you r ex p er ien ce  o f  lo ss?
W hat im p act d id  the lo ss  h ave on  your fam ily?
6. Coping mechanisms
H o w  d id  y o u  co p e  w ith  you r own. grief?  (strengths? protective factors?)
W hat d id  y o u  fin d  help fu l/u n h elp fu l?
W hat support n etw ork s d id  y o u  h ave?  (friends, family, community, religion, 
professional)
W hat w a s  the h ea lin g  p rocess/ad ju stm en t like?
H o w  h as your lo ss  in flu en ced  your life  today?
W ith  h in d sigh t, h o w  w o u ld  y o u  h a v e  d on e th in gs d ifferen tly?
7. Family relationships
W hat has the im pact o f  your lo ss  b een  on  you r re la tion sh ip  w ith  d ifferent  
m em b ers o f  your fam ily?  (immediately after loss, over time, now)
H ave there b een  any particular ch an ges that y o u ’v e  n oticed ?
Is there anyth ing  y o u ’d lik e  to be d ifferent in  you r current relation sh ip s?  (other 
relationships - h o w  do y o u  th ink th is co u ld  b e  a ch iev ed ? )
8. Support Services
•  W hat do y o u  th in k  w o u ld  be h elp fu l for other grandparents? W hat w o u ld  their 
n eed s be?
•  W hat h elp /su p p ort serv ices  w ere o ffered  to yo u r  fa m ily?  (e .g . bereavem en t  
co u n se llin g ) -  h o w  do y o u  fee l about it?
•  W hat im p rovem en ts co u ld  be m ade to  serv ices?
•  W hat in flu en ced /h in d ered  you  seek in g  p ro fess io n a l support?
Prompts:
■ Could you tell me more about that?
■ Can you remember what happened next?
■ What do you think led to that?
■ How did that make you feel?
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Ending session
T hank y o u  for your co-op eration . W e have co m e to the end  o f  the in terv iew  session . 
H o w  are y o u  fe e lin g  n o w ?  Is there anyth ing about the se ss io n  y o u  w o u ld  lik e  to 
d iscu ss  further? Is there an yon e w h o  w ill be w ith  y o u  to  support you , i f  n ecessary  
afterw ards? I am  aw are that it can b e  em o tio n a lly  drain ing for in d iv id u a ls to recount 
their b ereavem en t ex p er ien ce  and w o u ld  su g g est that y o u  can  seek  further help , i f  you  
so  w ish  to. (G iv e  lis t  o f  lo ca l co u n se llin g  h e lp lin e  serv ice s  and C R U S E  bereavem ent 
con tact num ber).
I f  y o u  h a v e  found  th is in terv iew  ex p erien ce  particularly u p settin g  and are fee lin g  
em o tio n a lly  perturbed, I w o u ld  recom m en d  that y o u  con tact your G P, so  that th ey  can  
m ake an appropriate referral to  a relevant b ereavem en t support serv ice .
[Is after session care required -  i f  so spend extra time counselling participant]
A one-month follow up w ill  be g iv en  over the p h on e to  ch eck  w h ere y o u  are at and to 
se e  w h eth er  there w ere  any issu es  that arose for y o u  after th e in terv iew . F eedback  on  
your in d iv id u al se ss io n  w ill  be g iv e n  and w e  can  d iscu ss  w h eth er  y o u  agree w ith  m y  
interpretation and h o w  y o u  fe lt about the in terv iew  p ro cess . I f  y o u  w ish  to contact m e  
b efore  that tim e, y o u  h a v e  m y  con tact details, so  p lea se  do n o t hesita te  to  let m e k n ow  
i f  y o u  h a v e  any con cern s or queries.
A summary o f  the overa ll resu lts o f  m y  study, b ased  o n  the a n a lysis  o f  all o f  the  
in terv iew s com b in ed  w il l  b e  sent to  y o u  in  the p o st so m e  tim e in  Ju ly /A u gu st, w h en  
the w rite up o f  m y  report sh ou ld  be com p lete . A  sum m ary w ill  a lso  be sent to  the  
organ isation s that to o k  part in  th is study and I am  h o p in g  to  p u b lish  m y  resu lts in  a 
p eer-rev iew ed  sc ien tific  j ournal.
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List of Counselling Service Helplines
CRUSE Bereavement Care 
08701671677
WWW, crusebereavementcare .ors.uk.
UK National Helpline (9.30am -  5.00pm: Monday to Friday -  answering 
machine all other times)
Child Death Helpline
0800 282 986 (freephone)
w w w .ch ild d ea th h e lp lin e .o rg .u k .
Staffed by bereaved parents (Monday to Friday 10am -  1pm; Wednesday: 
10am -  4pm; and evenings 7pm -  10pm).
Compassionate Friends Helpline 
0845 123 2304
w w w .tc f .o r g .u k .
Based in Bristol -  offer local support groups and 1:1 support (Every day 
10am -  4pm and evenings 6.30pm -  10.30pm). Also provide a range of 
publications for grandparents.
Stillbirth and Neonatal Death Society (SANDS)
020 7436 5881
w w w .u k -sa n d s.o rg
Support for parents and families after the death of a baby (Monday 
Friday: 10am -3pm ).
Survivors of Bereavement by Suicide (SOBS)
0870 2413 337
w w w .u k -so b s .o rg .u k .
Emotional support and practical information (Every day 9am - 9pm).
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H E A D E D  P A P E R  -  U n iv ersity  o f  Surrey
D ate
D ear
Re: Research study on the bereavement experience of a grandparent
I w o u ld  lik e  to  thank all o f  the grandparents and their fa m ilie s  for sharing their 
p reciou s th ou gh ts and fee lin g s , and for tak ing the tim e  to p rov id e  their persp ective  o f  
a d ifficu lt and se n s it iv e  life  exp erien ce . I am  a lso  grateful to  all the p rofession a ls  
from  the d ifferen t bereavem en t support organ isation s w h o  h e lp ed  m e to get in  touch  
w ith  you .
E n c lo sed  is  a sum m ary o f  the results from  th is  study. It is  a  rather lo n g  report as there  
w ere a lo t o f  in terestin g  th em es that cam e up in  m y  in vestig a tio n . I w o u ld  be m ost  
grateful i f  y o u  co u ld  read the sum m ary and m ak e co m m en ts on  the feed b ack  form  
p rov id ed , so  that I m a y  incorporate your v ie w s  in  m y  final report and m ake any  
relevant ch a n g es, in  accordance w ith  your recom m en d ation s.
I h ave a lso  e n c lo se d  a lis t  o f  the quotations u sed  as supporting ev id en ce  in  the w rite­
up o f  m y  th es is  and w o u ld  appreciate it i f  y o u  co u ld  r e v ie w  th e quotations that are 
relevant to y o u  and com m en t in  the feed b ack  form . Y o u  w ill  n o te  that I have u sed  a 
different n am e for y o u  in  th is report to  p rotect yo u r  id en tity  and that o f  other 
grandparents. T h e n am e I h ave ch o sen  to  u se  for  y o u  is: .
T  appreciate that th e  reading m ay  b e  len gth y , but fe e l that it is  im portant for m e to  
ensure that I h a v e  interpreted the fin d in gs appropriately. I f  I do n o t hear from  you , I 
w ill  assu m e that y o u  are in  agreem ent w ith  w h at has b een  sa id  in  th e sum m ary and are 
sa tisfied  w ith  th e q u otes ch o sen  from  your in terv iew  to  represent you r v ie w s .
I h ave e n c lo sed  a se lf-ad d ressed  en v e lo p e  for y o u  to  u se  w h en  returning the feed b ack  
form  to  m e. I thank y o u  again  for your h e lp  and support in  d o in g  th is study. I f  y o u  
h ave any further q u estion s, p lea se  do n ot h esita te  to  con tact m e on  the ab ove  num ber  
or e-m ail address.
Y ours s in cerely .
Jenny L am
T rainee C lin ica l P sy c h o lo g is t  
U n iv ersity  o f  Surrey
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Summary of Results
The loss of a grandchild: an exploratory study of the experience of bereaved 
grandparents, using interpretative phenomenological analysis (IPA).
Conducted by:
Jenny Lam , T rainee C lin ica l P sy ch o lo g ist, U n iv ersity  o f  Surrey  
July 2 0 0 5
INTRODUCTION
T he death o f  a ch ild  is  a m o st tragic and traum atic ev en t, w h ich  d eep ly  a ffects  all 
su rv iv in g  fa m ily  m em b ers. It is  p erce ived  to be a d e fia n ce  o f  the natural order o f  life , 
esp ec ia lly  for o ld er  p e o p le  w h o  p erce iv e  th em se lv es  to  b e  at the other end  o f  the 
spectrum . For ex a m p le , death is u su a lly  a sso c ia ted  w ith  o ld  age and grandparents do  
not ex p ect to  p red ecea se  their adult c h ild r e n \ le t a lon e  their grandchildren.
M o st o f  the literature rev iew ed  for th is study, on  th e death  o f  a ch ild , tended  to fo cu s  
on  the b ereavem en t ex p er ien ce  o f  parents and s ib lin g s , w h ils t  grandparents continued  
to  b e  “forgotten  g r iev ers” . It is  understandable that parents and s ib lin g s are a priority  
for b ereavem en t research  and support, due to their ‘im m ed ia te ’ relational ties  to the  
lo st ch ild . H o w ev er , the sig n ifica n ce  o f  grandparents in  the fa m ily  b ereavem ent 
p rocess sh ou ld  n o t b e  m in im ised , particularly w h en  m an y  b ereaved  parents o ften  turn  
to  their o w n  parents for  em otion a l com fort and support.
'
RESULTS^
1. Maternal Grandparents
A ll o f  the participants w ere  m aternal grandparents (8  grandm others and 1 grandfather) 
w h o  reported b e in g  c lo ser  to  their daughter’s ch ildren , b eca u se  o f  their in v o lv em en t in  
ch ild -care and the c lo se  relationsh ip  they  had w ith  their daughter.
Jackie (1): (My daughter’s) boys, I’ve had them since babies... I’ve always 
looked after them, whilst she was working and that, so I’m more like a mum 
to them really...
T h o se  w h o had so n s  reported that th ey  w ere  n o t as in v o lv e d  w ith  their so n ’s ch ildren  
as their daughter’s. O ne grandm other reported that th is  is  due to  her reluctance to  
intrude o n  her d au gh ter-in -law ’s parenting:
Doris (1): I’ve always thought that a daughter’s children are closer than a 
son’s children, I don’t know why really... I love my daughters-in-law, (but) 
they’re not my daughters... I feel that makes a difference.
' W hen describing the relationship between a participant and their son/daughter, I w ill refer to the 
parent o f  the lost child as ‘the adult ch ild’ to highlight that this point o f  v iew  is from the perspective o f  
the grandparent as a ‘parent’.
 ^ W here quotations are cited, information within brackets ( ) have been included to further clarify what 
is being said and ellipsis points ( . . . )  are used when verbatim has been omitted. Underlined words are to 
show  that the speaker placed em phasis on the tone o f  the word w hen they spoke.
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A  cou p le  o f  the grandm others fe lt that the lo ss  o f  a  ch ild  is  w o rse  for ‘the m other’ 
(e .g . their daughter w h o  g a v e  birth to the ch ild ). R u b y reported that the lo ss  o f  her 
daughter’s ch ild  w a s o f  particular s ig n ifica n ce  to her, b eca u se  o f  the con n ection  
b etw een  h a v in g  “a ch ild  from  w om b  to w o m b ” . T herefore, it is  p o ss ib le  the lo ss  o f  a 
daughter’s ch ild  has a greater im pact on  grandm atem al grief, due to the integral link  
o f ‘m oth erh ood ’ across th e  generations.
2. Grandfathers
O f  the four m arried c o u p le s , three o f  the husbands d ec lin ed  to  b e  in terv iew ed , w h ilst  
on e grandfather agreed  to  be seen  w ith  h is  w ife . O ne o f  the grandm others reported  
that her husband “lo o k ed  p etrified ” w h en  sh e ask ed  h im  to  jo in  her. A nother  
participant’s husband sa id , in  p assin g , that h e  b e lie v e d  m en  are exp ected  to be  
stronger in  so c ie ty  and that it ’s acceptab le for h is  w ife  to  talk , b eca u se  sh e ’s fem ale; 
w hereas as a m an, he is ex p ected  to “absorb w h at life  th row s at y o u ” . D en n is , the 
o n ly  grandfather w h o  participated  in  th is study reported that he w a s  in itia lly  reluctant 
to  participate, b eca u se  “ev ery b o d y ’s in d iv idual p ercep tion  at the first step is  to  c lo se  
the door” to ta lk in g  about fa m ily  b ereavem ent, as it is  un con ta in ed  and that p eo p le  
m ay n ot w ish  “to o p en  th e door to  (their) g r iev in g ” . A s  there w a s o n ly  one  
grandfather’s p ersp ectiv e  o f  h is  exp erien ce , it w a s  d ifficu lt to  m ake com p arison s w ith  
the other reported accou n ts (due to them  all b e in g  fem a le  p ersp ectiv es). T herefore, 
the fin d in gs in  th e stu d y  m a in ly  relates to  the m aternal grandm other’s exp erien ce . I 
h ave attem pted to h ig h lig h t th e grandfather’s exp er ien ce , w h ere  p o ss ib le , b ased  on  
D e n n is ’ accou n t and the grandm others’ reported p ercep tion s o f  h o w  th ey  th ink  their  
husbands exp er ien ced  ev en ts .
3. Grandparental grief symptoms
T h e fin d in gs in  th is  study su g g est  that the grandparents exp er ien ced  g r ie f  sym p tom s  
sim ilar to that o f  parents (as reported in  the b ereavem en t research  literature), e .g . 
d isb e lie f, n u m b n ess, a sen se  o f  unreality , yearn in g  for th e lo s t  ch ild  and a desire to  
m aintain  a co n n ectio n  w ith  the lo st ch ild  (e .g . through acts o f  rem em brance like  
ligh tin g  a can d le  or h av in g  a sp ecia l garden area). T he m o st sig n ifica n tly  reported  
bereavem en t fe e lin g s  w ere: a  sen se  o f  in ju stice  that a ch ild  sh ou ld  lo se  their life , g r ie f  
for the personal lo ss  o f  a sp ec ia l relationship , a sen se  o f  p ro lon ged  adjustm ent (ev en  
several years after the ev en t) and fee lin g s  o f  anger tow ards G od. O ne grandm other  
reported that sh e  fe lt  it sh ou ld  b e  her rather than her granddaughter to p ass aw ay , as 
sh e fe lt gu ilty  for still b e in g  here after her granddaughter had gon e. A nother  
grandm other exp ressed  her b e l ie f  that her so n -in -la w  is  resen tfu l tow ards o ld er p eo p le  
for still b e in g  here, w h en  h is  son  is not. T he p erson al ‘b lo w ’ to  a grandparent is  the  
realisation  that the in ju stice  o f  lo sin g  a ch ild  is  h ap p en in g  to a ch ild  that ‘b e lo n g s ’ to  
their fam ily:
Betty (1): ^  as a family are the only ones that know how we all felt about 
that little girl. You know, other people loved her, but we, she was ours, you 
know, all o f  us, she was their niece, she was our granddaughter, she was my 
daughter’s daughter. But that little girl was, belonged to all o f  us.
T he lo ss  o f  a grandchild  en ta ils  a lo ss  o f  id en tity , a lth ou gh  the grandparents reported  
that it w a s not ju st about their identity  as a grandparent in  general (particularly i f  th ey
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had other grandchildren), but the lo ss  o f  identity  o f  b e in g  that particular ch ild ’s 
grandparent:
Ruby (1): I had a grandchild. It’s a bit like somebody having a cot death 
with their first child, when you’re a mum and you’re with all the other mums 
and suddenly you’re not a mother anymore, you’re somebody whose had a 
child in the past. And I think that must be dreadful... I was a grandmother, 
and I had a grandson before.
4. Prolonged adjustment
T he grandm others and grandfather w h o  exp er ien ced  th eir  lo ss  w ith in  the past s ix  
years reported that their g r ie f  w a s still prom inent, w h ils t  grandm others w h o  
exp er ien ced  their lo ss  b e tw een  ten  and tw en ty  years ago  reported  that the in tensity  o f  
g r ie f  w a s le s s  frequent. O ne grandm other reported that “tim e is  a healer” (after 17  
years). H o w ev er , the rem ainder reported that th ey  had  “ learnt to liv e  w ith  it” , but 
co u ld  n ever  g et over it:
Betty (2): I suppose I’ve come to terms with it, well, 15 years on... I don’t 
think you ever (get over it) ... perhaps I don’t think o f  it every single day 
now, but I used to ... I’m not saying time’s a healer, because I don’t think it 
is.
5. New additions to the family
R uby reported h o w  d iff icu lt  it w a s  for her w h en  her ‘se c o n d ’ grandson  w a s bom :
Ruby (2): It was hard... (because) people would say to me, “Oh, you’ve got 
a grandson now” and I... always use to say, “Oh I had a grandson, but he 
died”. H e’s my second grandson... because I would never deny (my first 
grandson)
W h en  W en d y  w a s in terv iew ed , her daughter w a s  ex p ec tin g  a n e w  baby and she  
exp ressed  her fears about th e  n e w  arrival, w h ich  w ere  a sso c ia ted  w ith  her fee lin g s  o f  
gu ilt and sym pathy for th e grandchild  she had lost:
W endy (1): I’m worried that if  it’s a little girl, (my daughter) will compare 
(the new baby with my granddaughter)... Perhaps even try and replace (her).
I know that once it is here then I’ll love it, but at the end o f  the day, it’s 
another little child, (and) every time I look at this grandchild, it’s gonna be 
the grandchild I haven’t got anymore... I just want (my granddaughter).
A n oth er grandm other (Jack ie) reported a sim ilar exp er ien ce , 13 years earlier, w h en  
her daughter in form ed  her sh e  w a s ex p ectin g  a baby. B o th  w o m e n  had exp ressed  
deep  sorrow  and gu ilt for  their lo st grandchild , due to  their fears that the n e w  ch ild  
w o u ld  rep lace the lo st on e , and neither fe lt  ab le to  share their con cern s w ith  their rest 
o f  their fa m ily  for fear o f  “u p settin g” their daughters. In W e n d y ’s feed b ack  sessio n , 
she reported that w h en  th e n e w  baby w a s b o m , her “fears m elted  aw ay , as so o n  as I 
laid  ey e s  on  her” and Jackie “ab so lu te ly  adores” her grandson . O ther grandparents 
h ave reported that su b seq u en t and rem ain ing grandch ildren  h ave b een  b en efic ia l in  
h elp in g  their daughters co p e  w ith  their lo ss .
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6. Perceived limits to social supports
A  num ber o f  grandm others reported that th ey  fe lt there w a s  a lim it to  the soc ia l 
support g iv e n  b y  p eo p le  in  the com m u n ity , ev en  th ou gh  the fa m ilie s ’ g r ie f  g o es  on, 
and often  fa m ilie s  fe lt u n com fortab le  ta lk ing  for to o  lo n g  w ith  their friends about their 
grief:
Carol (1): at the time, we had neighbours who were very sad about what had 
happened, but then it dies a death, you know, it finishes. You have to sort o f 
shelve it, don’t you? You can’t keep talking about it. Cos it would become 
too m uch....
It w a s a lso  apparent that so m e  p eo p le  in  the com m u n ity  fou n d  it d ifficu lt to  talk  w ith  
the fa m ily  about their grief, m a in ly  b eca u se  th ey  are uncertain  o f  h o w  to respond:
Doris (2): (my daughter) said for a long time people avoided her at school, 
you know. She got to school and the other mothers wouldn’t come see her.
She said it was awful really. But in the end, she went to them... and I think 
they were quite relieved, because they did want to talk to her, but they didn’t 
like to.
In term s o f  p ro fession a l support, m o st o f  the grandparents had n ot con sid ered  seek in g  
p ro fessio n a l help  for their grief. T he grandparents w h o  ex p er ien ced  their lo ss  over ten  
years ago  reported that it w a s  n o t ava ilab le  in  th o se  days. H o w ev er , ev e n  in  recent 
years, there appears to b e  lim ita tion s to  w hat is  prov id ed  for grandparents:
Carol (2): (my grandson) died 5!4 years ago and there still wasn’t any 
mention o f (counselling), only for the family (the parents and sibling)... It 
wasn’t offered to grandparents.
7. The loss of more than one grandchild
Three fa m ilie s  reported lo s in g  m ore than o n e  grandchild  for the sam e adult ch ild . In  
the situ ation  o f  lo s in g  an o lder grandchild  in  com p arison  to  a yo u n g er  on e (e .g . co t  
death, m iscarriage and still birth), the grandparents reported stronger fe e lin g s  o f  g r ie f  
for the o ld er ch ild , due to the s ig n ifica n ce  o f  h av in g  k n o w n  the ch ild  for longer.
8. Widowhood
T h e im pact o f  lo s in g  a grandchild  as w e ll  as you r partner can  b e  exp er ien ced  as “a 
bitter b lo w ” (F rances), particularly i f  the gr iev in g  grandm other fe e ls  unab le to turn to  
her daughter for em otion a l support (e .g . due to  con cern s o f  b e in g  an ‘additional 
burden’ to their daughter’s g r ie f  after lo s in g  a ch ild  and a father). U nfortu n ately , th is  
can  lead  to d eep ly  p a in fu l fe e lin g s  that can  rem ain  ‘u n reso lv ed ’ severa l years later:
Frances (1): I was still grieving for (my granddaughter), sort o f on my 
own... (my daughter) had her husband and I wouldn’t want to, it’s not the 
same somehow... But I suppose, if  my husband had been there, we could 
have had a cuddle and grieved together like that.
T h is su g g ests  that the im pact o f  lo s in g  a grandchild  m ay  be greater, i f  the gr iev in g  
grandm other is w id o w ed  (e .g . due to reduced  ava ila b ility  o f  em o tio n a l support through  
her partner or her daughter). In the other tw o  ca ses  o f  w id o w h o o d , on e grandm other’s 
husband p assed  aw ay  severa l years b efore  the birth o f  her granddaughter and the other
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grandm other o n ly  ta lked  about her h usband’s in v o lv em en t w ith  her grandson’s illn ess  
and n ot the lo ss  o f  her husband.
9. Being the mother of a mother who has lost a child
It sh ou ld  b e  n o ted  that a lthough  D en n is , the o n ly  grandfather, reported strong v isu a l 
im agery  o f  h is  daughter’s d istress on  the day o f  h is  gran d son ’s death, he did not 
v erb a lise  em path ie a sso c ia tio n s in  the sam e m anner as the other grandm others 
(in c lu d in g  h is  w ife ) . I b e lie v e  that th is  m ay  be a m atter o f  gender d ifferen ce  in  the  
ex p ressio n  o f  em pathy, as op p o sed  to  an in d ication  that h e  d id  n ot em path ise  w ith  h is  
daughter. H o w ev er , the fin d in gs sh o w  that the group o f  m aternal grandm others 
exp ressed  sim ilar thoughts and fe e lin g s  o f  ov erw h elm in g  em pathy for their daughter’s 
d istress (e .g . “the w orst th in g  that co u ld  ever happen” and “y o u  d o n ’t lik e  to see  (your  
ch ild ) su ffer”), fe e lin g s  o f  h e lp le ssn e ss  as a m other (e .g . “ it ’s d ifficu lt to k n o w  i f  I 
sh ou ld  say  or do anyth ing”), and a strong b e lie f  that “the ch ildren  co m e  first” :
Betty (3): I find it difficult, erm, cos I can’t say the right thing can I? There 
isn’t anything I can say that will help... I said to her, “When you were little, I 
could put a plaster on it”, if  anyone had upset her, I could sort it out. But, I 
said “This! I can’t do anything, I really can’t do anything!”, and she (my 
daughter) said, “Mum, You’re there!”
M o st grandm others reported a b e l ie f  that th ey  n eed ed  to  rem ain  strong for the sake o f  
their ‘ch ild ren ’, w h ich  m eant that their o w n  g r ie f  w a s  “sid e lin ed ” to  accom m od ate  for  
the n eed s o f  their ch ildren  and so m e reported fe e lin g s  o f  gu ilt, i f  th ey  even t  
con sid ered  their o w n  b ereavem en t n eed s ab ove their c h ild ’s. T h ese  co n flic tin g  
thoughts con cern in g  a grandmother’s bereavement needs and her maternal priorities 
m eant that m any o f  the grandm others struggled  w ith  w h at th ey  fe lt  w a s  so c ia lly  
appropriate o f  th em  as a m other (e .g . t o .“b e there” for  their daughter) against their  
o w n  griev in g  n eed s (e .g . to  m ourn their lo ss ) . C arol found  that her fee lin g s  o f  
w an tin g  her o w n  g r ie f  to  b e  ack n o w led g ed  w ere  ev en tu a lly  exp ressed  during  
argum ents:
Carol (3): I said, “Oh you don’t realise how much I have grieved and still 
grieve and think about him”. .. And she said, “You don’t know what we went 
through”... We never really spoke (before)... eventually I exploded also 
(and) I can remember saying, “you don’t know how much I am hurting, as 
well as you”. From then on, she sort o f  realised I think that the hurt was 
equal in us...
C arol fe lt  that b ein g  ab le to  exp ress her fe e lin g s  h e lp ed  “clear the air” b etw een  h e r se lf  
and her daughter, SVi years after the ev en t, w h ic h  su g g ests  it takes tim e b efore  
fa m ilie s  fee l it is  ‘sa fe ’ for them  to  share their fe e lin g s . H o w ev er , so m e  grandm others  
still fe e l that th ey  are n ot able to  and n ever  w ill  share their g r ie f  w ith  their daughters:
Ruby (3): I mean it’s been such a long while now really. If (she hasn’t) 
spoken about it in 20 years, I can’t see (her) speaking about it now.
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10. The enduring support of grandparents
B o th  grandfathers and grandm others w ere  reported to p lay  a sig n ifica n t role in  
supporting and caring for their daughter during the p ro cess  o f  their grandch ild ’s 
illn e ss  and after the ev en t o f  death, as w e ll as a id in g  in  nursing their grandchild  during  
h osp ita l stay. M o st o f  the tim e the grandparents shared resp o n sib ility  w ith  their  
daughter, so  that their daughter co u ld  h a v e  a break or spent tim e w ith  the rest o f  her 
fam ily . M o st o f  the grandm others reported h e lp in g  w ith  d o m estic  chores like  
co o k in g , c lea n in g  and p rov id in g  ch ild -care for rem ain in g  ch ildren  w h ilst  the parents 
(and their hu sb an d s) w ere  at the h osp ita l. T herefore, as w e ll  as u n d ergo in g  the shared  
distress o f  their gran d ch ild ’s m ed ica l con d ition , b oth  grandm others and grandfathers 
g a v e  a co n sid erab le  am ount o f  em o tio n a lly  su p p ortive tim e and p h y sica l com m itm en t  
to  their daughter and grandchild , throughout the p ro cess  o f  illness:
Dennis (1): The other thing that’s very important is, without the support o f  
the parents or the grandparents, the hospitals where they were, those hospitals 
would fall apart, because the amount o f  time that I did, the bed pans, helping 
(my grandson). And other grandparents doing exactly the same.
A fter  the death  o f  a grandchild , all o f  the grandm others reported o ffer in g  practical 
support w ith  d o m estic  chores (su ch  as ironing, w a sh in g , c lean in g  and co o k in g ), w h ich  
appeared to  b e  an autom atic resp on se  to h e lp in g  their daughter in  her d istress. S o m e  
grandm others reported fee lin g  h e lp le ss  in  b e in g  ab le  to  g iv e  their daughters em otion a l 
support, so  in stin c tiv e ly  h e lp ed  w ith  the h ou sew ork , as th ese  w ere  “th in gs that n eed ed  
d o in g ” . I w on d ered  the m aternal fe e lin g s  o f  ‘e m o tio n a l’ h e lp le ssn e ss  w a s  w h y  
grandm others ten d ed  to  respond to  their daughter’s d istress b y  try in g  to com p en sate  
w ith  ‘p ractica l’ h elp  in  d om estic  tasks and ch ild  care assistan ce , e .g . b eca u se  th ey  fe e l  
th ey  can  n ot do anyth ing about the em otio n a l burden, th ey  try to  h elp  their daughters 
b y  re liev in g  the p h y sica l burden o f  h ou sew ork . G randfathers w ere  reported to  help  
w ith  m ore practical th in gs such  as h e lp in g  the fa m ily  reg ister the death  and a ssist w ith  
funeral arrangem ents etc. D en n is  reported that h e  w a s  unhappy w ith  The w a y  h is  
grandson  had  p assed  aw ay  and spent so m e  tim e search in g  for an sw ers as to  w h y  it 
happened.
11. Family dynamics in the grieving process
S o m e grandm others reported that their fa m ily  co p ed  w ith  their g r ie f  b y  griev in g  
“togeth er” , w h ere  com m u n ication  about their lo s s  w a s  op en  and g r ie f  w a s  shared. O n  
the other hand, a  num ber o f  the grandm others reported an ‘u n sp o k en ’ rule that g r ie f  is  
so m eth in g  p eo p le  n eed  to m anage on  their o w n  and is  n ot ‘shared’ w ith  the fam ily:
Pat (1): it’s difficult isn’t it, cos you’re all going through the same thing...! 
mean how do you talk it out? I mean how do you?... You’re feeling it, but 
you carry on.
T h is su g g ests  that there are apparent “b ou n d aries” w ith in  the fa m ily  griev in g  p ro cess  
and part o f  th is  m ay  b e associa ted  w ith  the grandparents’ p ercep tion s o f  the  
boundaries o f  the ‘im m ed ia te’ fam ily: U n fortu n ately , the ru les and boundaries
regarding the fa m ily  griev in g  m ean s that a  num ber o f  grandm others in  th is study  
reported fe e lin g  ex c lu d ed  from  the fa m ily  gr iev in g  p rocess. T h is had a greater  
im pact, i f  grandm others w ere n ot ab le to  share their g r ie f  w ith  their husband (e .g .
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b ecau se  th ey  had lo st their sp ou se  or i f  their hu sb an d ’s resp on se  to  g r ie f  w a s  different 
to  theirs).
T he m o st s ig n ifica n t relationsh ip  appeared to  be that o f  the grandm other, their  
daughter and their so n -in -la w . In the even t o f  lo ss , the resp on se  o f  the daughter  
d ep en d ed  o n  the typ e o f  relationsh ip  she had w ith  her husband. For ex a m p le , Carol 
reported that o n e  daughter w a s em o tio n a lly  d ep en d en t on  her b eca u se  sh e  w as not 
ab le to turn to her husband, w h ils t the other daughter seem ed  to b e  m ore independent 
o f  her:
Carol (4): (One o f my daughters) had a very, very supportive husband... I 
think really (if) she was emotional, she could... turn to her husband; whereas 
perhaps (my other daughter) couldn’t quite so much.
In th is ca se , C arol fe lt  redundant and aw kw ard w ith  the daughter w h o  w a s m ore  
in d ependent o f  her, b eca u se  she did  n ot fee l “n eed ed ” . O n the other hand, listen in g  to  
so m e o f  the accou n ts o f  so m e  grandm others, I fe lt  that the so n -in -la w  w a s a “distant 
figu re” in  their life  story (e .g . o n ly  b r ie f  referen ces w ere m ad e) and that the  
grandm others’ accou n t o n ly  co n sisted  o f  the c lo se  relationsh ip  b e tw een  h e r se lf  and 
her daughter. In th ese  ca ses , I w on d ered  i f  the so n -in -la w  co u ld  fe e l lik e  the  
redundant and aw kw ard person  in  th is relationsh ip .
CONCLUSION
T h e ex p er ien ce  o f  lo s in g  a grandchild  appears to h ave a s ig n ifica n t im pact on  
m aternal grandm others, particularly in  relation  to  o v erw h elm in g  em pathy for their  
daughter and their g r ie f  at the lo ss  o f  a grandchild  ( i.e . d ou b le  grief). T he fin d in gs o f  
th is study sh o w  that the lo ss  o f  a grandchild  can  h a v e  lastin g  e ffe c ts  on  a m aternal 
grandm other and their em otion a l n eed s m ay  n ot b e  m et over  tim e, particular i f  th ey  
fin d  it d ifficu lt to  or do n ot h ave an yon e th ey  can  share their fe e lin g s  w ith  (e .g . their  
daughter or their husband). T he in flu en ce  o f  w id o w h o o d  can  b e  detrim ental, i f  the  
grandm other g r iev es  in  iso la tion , due to fears o f  add ing to  their daughter’s d istress. 
T he resu lts o f  th is  study ind icate that greater sen s it iv ity  and con sid eration  n eed s to be  
g iv en  to understanding the ro le  grandparents p la y  in  the life  o f  a d y in g  ch ild  and their  
in v o lv em en t in  the fa m ily  gr iev in g  p ro cess  after th e ch ild  had p a ssed  aw ay. Further 
in v estig a tio n s sh o u ld  aim  to  exp lore  the ex p er ien ce  o f  grandfathers, as o n ly  on e  
grandfather vo lu n teered  for th is study.
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Other quotations used as supporting evidence^
T hese q uotes h a v e  b een  u sed  to support the resu lts in  m y  th esis , as h igh ligh ted  in  the  
sum m ary. A ll n am es are fic titio u s to protect the id en tity  o f  the participants. P lease  
cou ld  y o u  r e v ie w  the q u otes, after y o u  h a v e  read the sum m ary, and m ake any
com m en ts y o u  w o u ld  lik e  to m ake on  the feed b ack  form  provided . I h ave put
num bers n ex t to  the q u otes to  m ake it easier for y o u  to  refer to  it in  your resp on se.
Maternal Grandparents
Significant involvement:
W endy (2): we weren’t what I would call “visiting grandparents”, because
she lived here... (She was) an integral part o f  my family. I looked at her
more as another daughter, than as a granddaughter.
Pat (2): We had him a lot, because at the time, (my daughter) had finished 
with (her husband) and she was on her own.
Grandparental grief symptoms
Disbelief:
Ruby (4): in the beginning, I couldn’t really believe that it had happened, I 
knew it had happened, but I couldn’t really take on board what had happened, 
and then when you come to what would have been the first birthday... 
gradually reality does hit you.
Sense of injustice: -
W endy (3): There’s the old saying, “you don’t expect to bury your child”, 
but you don’t expect to bury your granddaughter either or your 
grandchild...no way, no way, you expect them to be around after you’ve 
gone.
Ruby (5): it’s all really topsy-turvy really... People who love their children 
lose them. I f  s not a perfect world, is it?
Frances (2): its unfinished business isn’t it, when they’re that age. She had 
all her life before her. She’s always a child, because w e’ve not seen her 
beyond childhood.
Jackie (2): how cruel it is that he’s got that wrong with him ... It’s not right, 
is it? You know, i f  s just not right.
V Where quotations are cited, information within brackets ( ) have been included to further clarify what 
is being said and ellipsis points ( . . . )  are used when verbatim has been omitted. Underlined words are to 
show  that the speaker placed emphasis on the tone o f  the word w hen they spoke.
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P at (3): ...y o u  think, w hy put a lovely little boy through all that? And then 
still die? He went through a lot and he never com plained, he never 
m oaned... he w as too good for this world, w e say.
R uby (6): Fd be angry that everyone else was just walking around doing 
their shopping as if  nothing had happened... It doesn’t seem right. The 
w hole world ought to be affected.
C arol (5): I use (to) look at babies in prams and I use to think, “why have 
they got a baby” . .. sort o f  envying other people.
D oris (3): I don’t think people understand. You know, people often think 
she’s gone and that’s that, you know, they don’t realise the heartache
Loss of a special relationship:
D ennis (2): he shared our life ... I mean you wanted him to ... do all sorts o f  
things that grandparents or parents would want to do for their children... you  
just want to see them develop, and you know share with y o u ... and pass onto 
him, i f  you like, er, your know ledge...
C arol (6): (m y grandson) was cut down in an important time in his life ...
It’s sad to think it w as cut o f f  and he would never happily, you know, grow  
into a man and ach ieve... grow up and have a fam ily like anybody would  
think o f  their grandchildren
Prolonged adjustment:
C arol (7): The other day I cried, you k n ow ... five years on and the emotions 
are still there
D oris (4): obviously you never get over it com pletely, the wound’s always 
there, then som etim es something w ill suddenly turn your eye and you ’ll see a 
flower that she use to pick or you ’ll hear a song that she use to sing, you  
know, something. Ah, shed buckets, you know (tearftil), and so life goes on.
F rances (3); I feel just as deeply grieved as I did then (lOyears ago). Erm, 
people say you get over it, but you don’t exactly get over it, you have to 
com e to terms and live with it.
Maintaining a connection through remembrance:
Jack ie (3): I think it’s good to keep him, you know, still here (with) m e... 
w e ’ve always spoken about him from the day he d ied ... I don’t think a day 
goes by without one o f  us mentions him
B etty  (4): I light so many candles... But it’s just, yeah, something else that 
you, you do that is just for her. Because you can’t do anything else for her.
D oris (5): I’ve got a little garden, a little earth patch and I’ve put lots o f  
pretty ornaments and flowers in it . .. so every time I go home, I go home and 
I think o f  (m y granddaughter).
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Loss/decrease in religious faith:
B etty  (5): I’d prayed so hard and er it w asn’t how  I wanted it... I used to, 
wherever I was, I was praying, I just, just say, “Oh please God, just let her be 
alright”. I suppose it was just d isbelief when she w asn’t.
R uby (7): ...a t the end o f  the day, where is God in all o f  this? Because I 
believe that God gives life and takes it away. He could have prevented that 
happening.
D ennis (3): W hen (m y grandson) was ill, I prayed every night for h im ... 
when he died. I stopped praying... the word God now  is something I’ve just 
m oved away from.
Using religious faith to cope:
D oris (6): W e have a deep faith and that’s what supported us all the way  
through. Because w ell w e thought i f  anything happens, then it’s G od’s w ill, 
and there’s nothing you can do about it in that sense, but just pray for 
strength to get through it... She’s in Heaven. She’s in a better place. She’s 
not in pain anym ore... But there is that natural sorrow, o f  course, isn’t there, 
which everybody feels.
New additions to the family
Jack ie (4): I just, I couldn’t talk to her, I just com e away and I cried and I 
cried and I cried ... it was lovely, but then, w e thought o f  (m y grandson). 
(M y daughter) just wanted another baby... obviously I got use to it and I 
absolutely adore him now. But it just, I don’t know, I couldn’t take it at the 
time
C arol (8): .. .the other children have helped to heal that, you know, hurt.
D oris (7): the beauty o f  it is, you know, w e now  got (her baby sister)... I 
think that’s what (m y daughter) needed
Perceived limits to social supports
Community support:
P at (4): you don’t know how many cards w e ’ve had down here from our 
friends, you know, they’d do anything... but you don’t sit and discuss how  
you feel with them ... they all say they’re sorry... but you don’t actually 
discuss how you ’re feeling, you know.
F rances (4): I had a friend who was quite supportive, but it’s not quite the 
same as your husband.
Community avoidance:
Jack ie (5): there are a lot o f  people afraid to mention (m y grandson) in front 
o f  us, you know they sort o f  avoid, but w e’ve all told them, don’t ever be
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afraid to talk about (him), but then there might be (fam ilies) w ho don’t want 
to talk about (their loss), you know, like a grandmother that say can’t talk 
about them.
Professional support:
Jackie (6): I think a lot o f  people (ring up the help ine)... because you ’re not 
even face to face with them ... I don’t think the grandparents can. I think it’s 
just, you know i f  yo u ’ve lost a child (e.g. for parents only). I don’t think it’s 
for grandparents.
W endy (4): you read things, as I say, it’s always like the parents and the 
siblings, you never hear about grandparents, you know, and they suffer as 
m uch... it’s easy to get grandparents sidelined... grandparents shouldn’t be 
forgotten
Loss of more than one grandchild
C arol (9): it’s more difficult to com e to terms with when you, the child has 
been part o f  your life for 17 years.
D ennis (4): I suppose that’s the point, it’s the bonding, erm, that you would  
get, with (m y grandson) being sort o f  7, there was a really large amount o f  
bonding
P at (5); w e didn’t really know her (the baby that was bom  in stillbirth).
B etty  (6): “God! What are you doing? Y ou ’ve not got this right!” .. .  I mean 
i f  you ’re not gonna let her have another baby, don’t let her go through being  
pregnant and having all the tests done and then not get, you know, and then 
losing it.
Widowhood
R u b y (8): It’s a bit like when her dad d ied ... w e didn’t talk about it m uch... 
I mean she never really said how much she m issed him. She must have 
m issed him terribly, but she never mentioned it.
R uby (9): I never really asked my daughter all the details (o f  m y grandson’s 
death). I wanted to, but she’s a very, very quiet, very private person... I 
som etim es think, nowadays, I think w ell shall I ask her about it . ..
Frances (5): I felt very much alone... I needed som ebody to turn to for both 
things, and I didn’t want to lean on (my daughter) w h o’d already enough to 
think about there.
Being the mother of a mother who has lost a child
Overwhelming empathy for daughter:
C arol (10): there’s nothing worse than losing a child, is there? Your own 
child, your own flesh and blood.
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B etty  (7): because it was my daughter (it) made it w orse... (because) I knew  
that she’d given birth to her
R u b y (10): .. .you don’t like to see your child suffer.
D oris (8): my heart went out to (m y daughter), I mean she w as the one who 
was heartbroken and I was heart broken for her
C arol (11): a mother would fight through thick and thin for her children... 
trying to say “Oh I want to make it better” . .. Like you do with the little ones, 
(but) you can’t always, it’s not that easy is it? I mean, it’s such a terrible 
loss. Y ou can’t say, “W ell, com e to m e.” ,
P a t (6): She fought so hard, (m y daughter). A ll the time, she fought so hard 
for everything... so you feel for her so much, because she was trying so hard
Feeling helpless as a mother
P at (7): I could never imagined what it must be like go through it, you  
know, your own child. I mean what (my daughter), I just can’t imagine what 
it’s (pause)... It’s bad enough being a grandparent, let alone a Mum.
W en d y (5): it’s hurting enough for me. I’m feeling as i f  I’ve lost a daughter, 
so heaven knows what it must be like for (my daughter) who has actually lost 
a daughter... I don’t know how  she’s coped with it.
R uby (11): it’s difficult to know i f  I should say anything or do anything for 
my daughter. I don’t know^  ...
Jack ie  (7): There’s nothing you can do for (your daughter), same with (your 
grandson), that I think is one o f  the worst things, that you can not do anything 
for th em ... you ’d give up your life for them, w ouldn’t you?
B etty  (8): I find it difficult, erm, cos I can’t say the right thing can I? There 
isn’t anything I can say that w ill h elp ... I said to her, “When you were little, I 
could put a plaster on it”, i f  anyone had upset her, I could sort it out. But, I 
said “T his! I can’t do anything, I really can’t do anything!”, and she (my 
daughter) said, “Mum, Y ou ’re there!”
F rances (6): I fe lt ... helpless, because there w as nothing I could do to help 
(m y daughter)... N ot for their grief and unhappiness... I felt inadequate 
really.
“Children come first”:
R u b y (12): there was a baby to be looked after... I couldn’t really be falling 
. apart in front o f  a baby.
C arol (12): (I needed to remain strong) Cos I’d got to get her (m y daughter) 
through it . .. the baby had gone. I got to get her through it
This phrase is written in italics to em phasise the distressed and confused tone o f  voice expressed.
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F rances (7): I suppose you try to put on a front... I w ouldn’t have wanted to 
go and break down over there... keep it to yourself, rather than upsetting 
them further I suppose... You feel thev’ve got enough to cope with.
R uby (13): You know you haven’t got the right to think about yourself. 
Y ou ’ve got to think about the youngsters, the young cou p le .... N ot that I 
didn’t have a right to grieve, because I did grieve, but almost as i f  your 
feelings are “secondary”, because o f  what’s happened to them.
Grandparental grief 
Daughter’s grief is worse:
B etty  (9): it’s obviously, w ell it’s worse for her... I can’t put m y se lf in her 
position, but I, I just try to think how it must feel, and it feels dreadful to me, 
so what it must feel to her... there can’t be anything worse
R u b y (14): I thought, “how must she feel, i f  I feel like this?” It’s so much 
worse for her .... If I feel like this how much more must she be feeling?
F rances (8): I always feel now very sorry for (m y daughter)... I haven’t 
ever spoken to her about it ... I w ouldn’t broach it
Hurt is equal:
Jack ie  (8): It’s bad enough, w ell I don’t know, it’s just the same I think 
grandchildren or children, to lose one o f  them.
W endy (6): som e (grandparents) might say “Oh w ell, it was a grandchild, 
w e ’ll sit on the back burner cos the parents are obviously more important” 
and in a way, yes, but no grandparents are also important people
C arol (13): (the adult children) have got to take on board... that yo u ’re not 
immune to the problem ... they don’t/can’t see that you also are very 
ehiotionally upset over the w hole thing.
Enduring support of grandparents
Shared responsibility in nursing ill grandchild:
W endy (7); (M y husband and I) were like ships passing in the n ight... when  
I was home, he was at hospital and vice versa.
D ennis (5): W e took it in turns. I was up there the Saturday and Sunday, 
and then (m y w ife) was up there the M onday and Tuesday.
Jack ie (9): (M y husband and I were) quite involved with that, which was, as 
you can imagine, really upsetting for u s ... w e stayed up there quite a b it... 
W e used to, you know, all sort o f  mucked in together really
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P at (8): (M y husband) stayed with (my grandson) a lot in hospital. We 
stayed with him, so (m y daughter) could have a break. And (her and her 
husband) could have some time together, and with the other tw o (children) as 
w ell.
B etty  (10): (Som etim es) w e would stay with (with m y granddaughter), so 
that (m y daughter) could go out to (tow n)... and you know just wander round 
the shops or go and have a coffee or something
C arol (14): I helped out as and when I could, and I went with him many 
tim es to (the hospital)... I used to sit with h im ... he was ill on and o ff  for 
over lVi years... sitting there while he’s having the treatment... it’s quite a 
long procedure, and it is quite emotionally draining
B etty  (11): ...a t first w e used to go straight from work, but after a little 
w hile, you know at first you just wanna get there and, but after she’d been in 
like, say 2 months, I said “W e’ll go home and I’ll cook you dinner, and Dad 
and I w ill have our dinner” and they had a kitchen there with a m icrowave in 
it, so w e used to cook like, w ell she must have ate like stews and stuff like 
that, stuff that you could heat up.
B etty  (12): W e gave up 6 months just for our grandchild, with no thought o f  
anything else. I mean, she needed us and w e were there. E vei^ h in g  else 
was put on hold, you know, it didn’t occur to us that it was a, don’t look at it 
as a sacrifice cos it w asn’t, she was pur child, you know, our grandchild... 
she w as our blood.
After the event of death:
R u b y (15): in the early days, it’s difficult isn’t it, I used to go round and 
there w ere often lots o f  dirty mugs and things and I would go straight in and 
do a big sinkfu l... (M y other daughter) said to me one day “when you go 
visit, don’t go in and start doing the washing up, just sit down and talk to 
her.. .that’s all she wants you to do. She doesn’t want you to go in and do all 
the washing up.” I said “Oh, alright then.”
B etty  (13): I said to her, you know, “D on ’t worry, whatever you want me to 
do, I w ill.” She said, “Can you do this” and “Can you do that”, and I was 
really happy to do it, cos I just felt I was being o f  som e sort o f  help, do you  
know what I mean? Instead o f  crying over her all the time, w hich I seem ed to 
do
D ennis (6): I didn’t want another child to suffer the same way as (my
grandson) did. I can’t save (m y grandson), can’t bring him back. But what I 
wanted to do was try to alter the system or have an input into the system, to 
make sure it didn’t happen again.
Family dynamics in the grieving process
Shared grieving:
Jack ie (10): W e can (all talk together)... everybody is the sam e... they all 
know how  eveiybody else feels, and w e all feel the same, really
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Betty (14): on her birthday and her anniversary... this is the way (we) cope 
with it, by all being together. And we have found that we all need to be 
together on the two days.
Difficulty communicating:
Carol (15): I don’t know why I (went to the funeral home) on my own... 
But we never got round to discussing that væ would go as a unit to see the 
child... it took a great courage to go there... My husband, funnily enough, 
went later on in the day on his own.
Pat (9): it’s difficult isn’t it, cos you’re all going through the same thing...! 
mean how do you talk it out? Jmean how do you?... You’re feeling it, but 
you carry on.
Dennis (7): You’re right, you’ll find that you’ll grieve in your only little pot 
here, if you like.
Wendy (8): (My husband) bottles it all up... so a lot of things were hidden 
really... I get very emotional, (my husband) can’t cope with that, he can’t 
cope with tears.
Family boundaries:
Ruby (16): I didn’t feel that, without being intrusive, I could really ask her 
and knowing how much she must be suffering anyway, I wouldn’t have 
wanted to ask her.
Carol (16): I didn’t go (see my grandson) for the last fortnight, because (my 
daughter) told us not to go near... They felt that they’d just like to keep it 
within (the family): him, my daughter, her husband and (his brother). Yeah, I 
suppose that is a regret really, that we didn’t go during that last final week... 
(but) she didn’t want other people there.
Relationship with son-in-law:
Ruby (17): I think we would have been intruding, really. Particularly from 
my son-in-law’s point of view as we weren’t his parents and he might have 
just wanted to be with his wife.
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Feedback Form
The loss of a grandchild: an exploratory study of the experience of bereaved 
grandparents, using interpretative phenomenological analysis (IPA).
Summary o f  Results
Do you feel that the results reflect your experience? If not, then what is missing 
from the report?
Is there anything in the report you would disagree with? (Please identify which 
section and page number)
Are there any further comments you wish to add about the summary of 
results?
Please write on the back of this page, if you feel there is not enough space for 
your comments.
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Quotations
Do you feel the quotations truly reflect your experience? If not, what is 
missing?
Is there any particular quote you do not wish to be included in the flnal write­
up of my report? (Please identify the quote number and I will remove it)
Are there any quotes you would like to change, e.g. if you feel the wording does 
not reflect what you were saying? (Please identify the quote number and I 
incorporate appropriate changes)
238
JCY Lam _______   Major Research Project
Appendix XII 
Sample of transcript
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Sample of Transcript
R: So you’re relationship with your own grandchildren was quite close?
P2: Very close-still is... very close.
R: Oh - very close
P2: Especially with (the youngest granddaughter -  age 12 -  Suzy’s little sister), they 
only live round the corner -  especially the girl...well all of them (in the youngest 
daughter’s family) -  even this boy (youngest daughter’s eldest son), because he is at 
(University). So when he comes home, he comes over to see us a lot.
R: So you’re closest to your youngest daughter’s family? Because they live near by. 
P2: Probably, yeah.
R: So your relationship with (Suzy’s little sister) is the closest...
P2: Probably because she’s the girl, yeah.
R: Cos she’s a girl?
P2: Cos I had girls, didn’t I? (laughs)
R: Cos you had girls -  you think that your relationship with your granddaughter was 
closest?
P2: I think it might be, yes. I was very close to (oldest granddaughter -  eldest 
daughter’s child) when she was a baby. I had her an awful lot just as much as (her 
brother). But she’s grown more into her own person really, she doesn’t um, there isn’t 
a closeness any more, which is sad really, but... she’s different, you know.
R: So with your eldest granddaughter, you were closest to her when she was a child, 
because you looked after her, but it grew a bit distant when she got older?
P2: Yeah. She went to, my daughter worked, and she went to a, er, lady who lived 
near them -  a childminder, who she was very fond of. So I think she pulled away 
towards the childminder. I mean she became like a second mum to her, and she was a 
lovely lady and, you know...
R: How old was she then?
P2: Well, from about the age of, when she started school, 5. She stayed with her ‘til 
she was about 13. As I say, she became very involved with her childminder, who was 
a lovely lady anyway. She fostered children, so...and, um, I suppose that’s when my 
relationship sort of distanced from her, because well she was (at the childminder’s) 
more. I can remember one instance when I took her to have some teeth out and she
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was very upset and she couldn’t wait to get to her (childminder’s). She felt more 
towards her than she did towards me (laughs).
R: Oh dear, that must have hurt. So how old was (your eldest grandchild) when 
[Suzy] died? She died 17 years ago, so that means (your eldest granddaughter) must 
have been just a little girl.
P2: (My eldest granddaughter) is 22 now, so yeah. She could only have been 5, you 
see.
R: So (your eldest granddaughter) would have been 5... cos, it’s interesting, cos it 
sounds like you were very close to (your eldest granddaughter) and she was 5 when 
[Suzy] was bom. Where did [Suzy] come into the equation with you? In terms of 
your relationship with her...
P2: Not as close to [Suzy] as a baby, because whether she was a sick child...we 
wondered, because she would... my daughter would bring her down her and just leave 
her.. .she wasn’t a child that I could comfort and she cried a lot. And I can remember 
thinking she’s not like the others. She’s just...she wasn’t old enough to really 
understand where she was... But she didn’t seem to settle like the others did with me, 
you know. I could always feel, you know, that my feelings towards a baby, you 
know, I love babies and children. And, um, you know I look back and think she must 
have been very poorly anyway. She didn’t come over as looking poorly, but I don’t 
know....
R: So are you saying that she wasn’t actually...they hadn’t actually said that she was 
ill at the time.
P2: No, No. Nothing wrong with her. She’s had some injections a few days before, 
but I mean, I don’t know. We don’t know if the injections were the cause before... 
(pause)
R: Before?
P2: Before the cot death.
R: What kind of injections?
P2: I personally couldn’t say...but they had them at 5 months. I don’t think my 
daughter ever blamed it... but she put her to bed, well she was a bit snuffley, I think. 
And, um, the day before she died, she called round that afternoon and I was, um, 
doing some decorating in the bathroom. And I can remember feeling, “God, I got to 
put down the decorating to go and see [Suzy] in the car, you know? I’m so glad I did 
do it, because I never saw her again. And that was the day before. She was in the car 
in her car seat and she was ok in the car and I just said, “Oh I’ll pop down and see 
[Suzy]” cos she wasn’t coming in and, um, that was the last time I saw her until the 
next day.
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R: It was quite sudden -  what had happened. So what happened at the time of your 
loss? How did you find out?
P2: I got a phone call about 8 o’clock in the morning, phone call just from my 
daughter, crying, if not screaming, down the phone “[Suzy], [Suzy] is dead” and I 
couldn’t take it in, ya know? It’s like you think oh... well you don’t expect that kind 
of thing do you? And so I, I just completely rushed round there, to the house, and by 
the time I got there the baby had been taken, the ambulance had come... my son-in- 
law had phoned for the ambulance and the baby had gone and her... I can remember, 
her and her husband were still there, but they’d got to make their way to hospital. 
And she, um... absolutely strange, the baby had it’s own room -  the room was full of, 
ya know, baby things and things hanging from the ceiling and what-have-you from the 
cot... and she wanted everything to have been cleared... everything !
R: She cleared out the whole room?
P2: She said to me “I can not bear it, I can not bear it, I want the room cleared” and 
while they’d gone, I cleared the whole room...completely cleared the room. She 
didn’t want the contact with the baby left in the room -  it’s really strange, cos other 
people they can’t, um, be able to have a room changed...when they lose a child, can 
they?
R: But she wanted everything gone by the time she was home...
P2: Which it was...
R: Which you did...
P2: Hmmm... Yeah...
R: So how did it feel for you having to do that?
P2: Well, very distressing really.
R: What was going through your mind when you had to clear away the things?
P2: Well, just to do it, really, to make sure I got it done. I think, you know, as far as I 
can remember. I brought back stuff here, like napkins and what-have-you, to wash 
etc. She use to wash them, you know, terry ones. Um, and, er, just sort of quite, um, 
distressing really. Then after that, she use to come round, as it says in the book there 
[Sarah Murphy’s Coping with Cot Death, p.64), she came round every morning for 
quite a few mornings, 8 o’clock in the morning, when she found the baby dead, she 
couldn’t bear to be in the room, in the house...
R: About 8 o’clock in the morning?
P2: About 8 o’clock in the morning... I use to see her park the car and she’d come up 
the drive crying her eyes out...
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R: So you were really there for her?
P2: Well, yeah, yeah. I mean, of course, as it says in there [book] that it turned sour 
in the end, as it does.
R: What do you mean by that? What happened?
P2: Well, she use to take things out on me, really. I, um, she use to, um, if I, er, I use 
to have to pick my words, because I was at work in those days and, erm, I can 
remember saying somebody’s daughter was expecting a baby... it was too much. It 
was too much for me to have said it, you know?
R: Too much for her or too much for you?
P2: For her. But I can remember going round to the local shops and little children, 
this has happened twice actually -  even with the older boy [James]. But I use to walk 
down and look at babies in prams and I use to think “why have they got a baby”... 
you know.... It’s, erm, mentally you’re looking at babies, you know. Babies clothes 
and....
R: And you’ve done that throughout or....?
P2: No... No. That goes... That goes after, I suppose, a few months, probably.
R: So it was only the first few months that you were doing that?
P2: Yeah. Sort of envying other people... She was the same... she couldn’t bear to 
look at other people with children, you know. Although she did join the, um, cot 
death association and they’ve been very supportive to her. And I got involved, a little
bit, with the meeting with the lady, I suppose she was running this area...that’s why
I’d went down to meet this other girl who wrote the book, you see.
R: Right...so that’s how you got involved with that...so this meeting that you had 
with the association -  what did they offer to help you? Or how did they help you?
P2: Well, just as I left, (the lady) she lost a child many, many years before and she 
came to my daughter’s house and somehow I got to know her through (my daughter)
R: So it was by chance?
P2: Yes -  through my daughter -  no, I didn’t get involved in the association.
R: So you didn’t get involved?
P2: Not with...officially. Just through (the lady) knowing (my daughter) really. 
When she knew that this other lady/girl was writing the book, she asked me if I would 
go down, being a grandmother. So I suppose they were looking for someone, another 
grandmother’s views on cot death (laughs).
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Sample of coded transcript
Pages 244 -  248 (including cover)
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up^  lAr.v—. you know babies are always so wann arenlt they? And also #ejust d i^ id o o k ^ # ;
U- he didn’t look like him, because when somebody dies,#he:^a]^of youiMt s rea%
b — ^  shines o u t  through your :eyes is gone. And 3 could hardly recogmse I m ^ d  I
/Icompletsly broke d o w m . . .  grfehabsolutely tem m , b e c a u s e '
'  ’ s , . : . .  v  a n d  my husband completely broke down as well.
gu.. >1^ (c.' \5
you think it was the shock of seeing him?
■j'
. PI: Itjust didn’t seem like him...
‘ 'N/xCV I j:WV^
— b>>'“ j»vàV
R: As though he’d gone? 
r . _ # s ? ’’ It’s som uchworse:€ordier;...- SKo-v;  ^ '
b-.A.vt - \ c uQ R :  I  bear what you’re saying about It must be worse for her...
- ÿ au  t o o w : y o a : . i a v e i i ^ t ^ o t : l b s . 4 g W t o i h i * a b o u t 7 o m  ¥ o u ’- v e ^ a t > t 0 . t h i ; *
^  ( (about the youngsters, the you n g  couple....
You don’t think you had a right to grieve?
0 6U.4 •ftU.H;. P I ;  (very quiet) Not that I didn’t have a right to grieve, because I did peve , but
S.u*^c^ almost as ifyourfeelings:am:''se(%)ndai#.because:;ofWiaf’.s happened t^
Ot H'L
 ^ R: Mmmmm....
bv.iv+oct-c. piustishebe.feelmg?
‘ R; You felt as though her pain must be worse...
• Pl:mmust.have:been,mmtnWt2.#v»^âhsr;ha&ÿ... fkt-W.
d.:>cl
wo,^ +.
for her... I ’ m  w o n d e r i n g  ifyou had imagined or felt her pain...
PI : What whether I felt her pain or my pain?
I wonder whether you’re able to feel her pain or imagine what it s like for her/
^ C».-— have liked for her to say “And when I found him. And when we were m the 
ambulance.... And then we got to the hospital... And the doctor said this... rea y
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to pick up things form lots of people, because the minister had been called and 
they took them to the hospital and they stayed wi± them, and then, the minister’s wife 
 ^ said to me “The doctor said there’s nothing you can do now, but we’ll leave you with
- him now”, but she was the one who told me, m y daughter never rea% said anything
p._ about that... .
•H-'' .
R: So it was the minister’s wife who told you what happened?
PI: She just told me about what happened when they got to the hospital. My
daughter did tell me about feeding him at half past nine and then, they didn’t have a 
• car at them moment, so they must have gone next door to get the minister to take them
to the hospital....
R: Seems to be a lot to contain your own feelings and the feeling you have for your 
daughter, and it sounds as though your husband’s instinct was to rush to her aid and 
protect her. And I wonder if you have an emotional protection of her?
Maybe...yes. EigustdeeltbatJdon’t; really know her very wall ^
, . R: But that’s something that’s been going on for most of her life. Do you thmk it s
-  C'-ciuYW n  'ij 1 n 1 ogotten worse as result of your loss 7
PI: igasn’f got anybetter,_.Don’itthinkdt’s got any worse. Maybe it’s got a little bit 
better, perhaps over tune. I did think that when we went to Paris, it was nice, we had 
a lovely time. But no....
R: And it’s interesting that obviously, you’re her mother and she’s a mother and she 
lost her child and I wondered whether you actually thought about the position of the 
mother in your own grief?
PI: Yes, I suppose I did. Move nQr chhdremLvl 
-y -to . ; I mean like this awful Tsunami thing, where you hear about these people who
lost their daughters who have been out there or their sons have gone on holiday and 
"Tia.'vcu’vx'i, they haven’t come back and all the people in the actual countries as well... all the
people who live there and all these people... ##KO^lWougl^ awful it.
R: And grandchildren....
-  PI: And grandchildren... Thinking of my grandchildren and the ages they are now... I
£u.vwV don’t even want to contemplate it...
Rj No, No... nobody want to think about stuff like that, it’s too horrible to thmk 
about...and I guess it’s important that [Tim] is still acknowledged in your lives and 
you’ve said a bit about what it’s been like for you, in terms of your own grief, and 
how hard it’s been for your daughter...
A A n d  for her sister.. . it was hard for her sister as well....
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R: And for her sister... Even though it sounds as though you hasn’t talked much 
about it, when you have talked about it, there’s quite a lot of feelings for her coming 
; i from your position as a mother,.. I wondered how that felt for you... as her mother...
PI: j  just feel really-sad for her,..she lost her son... you know there’s so m^y 
people who have babies aborted and... or don’t want their children or don t look after 
M'w c^T them properly. You know a child that was wanted and brought into a family...just
seems really... sad when that child dies... doesn’t it? .
R; I wondered which role was more important for you, the role of the mother or the 
role of the grandmother, in terms of this loss?
V..V PI; Um, I suppose with regards to [Tim]... pryjroleasia..,motheiL.. because he was 
»vu.juu\ little and my daughter was so young. She was only 23, married at 21 and had
(Tim’s sister) at 22.
t<.'> .
I R: I guess that kind of helps me think about it a bit more... it seems it was important
for you to be there for your daughter as a mother.
PI: She’s only been married a couple of years, you see, so#iwasiTj: that long that 
~i^8he’;d been living at home. Well she wasn’t living at home just before she got 
married, she does nursing and was living at the hospital, but she was 19 when she 
left...
R: So it still felt very much so, as though she were still your baby daughter, because
she’d just left the nest...
PI: Yes, I suppose so -  much more so. It’s quiet strange sometimes with her attitude
jjej- daughter, because I was there the other week and, um, my son-in-law refers ;y /
to her as#isschftd^ and my daughter says #she:^snot your child, she-s grown upf’ and ^
s > rt '  itvv-b. piy%nsbai
(Tim’s sis
them; but my husband use to say 
they’re somebody else’s wives...” (laugh)
R: (laugh) So even though they were married, they were still “his” kids...
1 PI: Oh yes, always...
I
R: So you didn’t think the same then? '
PI: No.
; R: You felt like they were independent young women with their own lives.
-l/np-Wi.4. PI: Yeah... Pieyk^speciak^o^n&p^ustiteie;;^^
i  A^âm:W:Ao meC..mnmiy.^hildrem...., .andmiy.'grandchildpQg but I felt that they were
oV ' grown up...they’ left home home, they’d got married., arid the relationship was
' . ..different. It becomes over the years, the relationship is fnore-xegi^
moto,anddaughten:u
CUC~|vjA
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■7^
■ poV- 7:1 
O-
i'-^ -
I Wi 4o\-. )
I f-v
4svV
C*'»N^3'=^ i^ ^W'VV
^^o^VvT I’v ,—\
j/w/idcw-zuil'.
R: So you think they’re on more a kind of friendship level or..,.?
PI: Yes...
R: In terms of the family, do you think of your daughters and their children as your 
immediate family or your extended family?
^ P l :  No, I think of them as mylimmediateifarmly. I think of my siblings as my wider 
family...
R: That as something else I was looking into, as some grandparents can sometimes 
be referred to as extended family and I wondered if that’s the case with... from the 
grandparents point of view...
PI: Oh .. .mo, -LËonMdh^ me and my daughter are sort of closed
emotionally, I still... well at Christmas time, the last couple of years because my
granddaughter’s gone to Germany to friends, they’ve come down to me at Christmas,
and this year she asked me what I was planning and I said are you coming to me again
and she said they’ve got a friend arriving from Canada so would I go to them. I said I w ^
would, but then afterwards I thought É;donM^ wà#ifo^ !^bë anybody, perhaps 111 ,
go away for Christmas... .so I rang my daughter up and... she said you’re not going to
start being difficult are you...you’re not getting like your mother-in-law...we want
you to come to us, you’re coming to us! So although we don’t talk in depth about
things, we are close. Yeah, she obviously told her sister, as I told her I was thinking
of going away and she said yes, I know, you’re being a bit like your mother-in-law....
R: a bit like your mother-in-law?
PI: Yes, because when she was widowed, she said “I’m not going anywhere for 
Christmas. I’m stopping here on my own” and she wouldn’t come to any of us.
Made it very difficult, because we use to be unhappy thinking about her spending 
Christmas on her own My husband use to get the girls to go and visit her... take her 
presents.
R: And now they’re worried that...
PI: Well I don’t think they will allow me, actually... No, I don’t think they would....
R: So it does sound as though you’re quite close to your immediate family and I 
wondered if, we said a bit about seeking help from professionals earlier, and 1 
wondered if your daughter were to get help form bereavement support now, would 
you want to be involved in the process?
* PI: #Etshewantedh]#:tq:iL.
4^  Î A VI fL.
R: If she wanted you to? How do you feel about it? 
PI: What do 1 think she could do with it?
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Appendix XIV 
List of subordinate concepts 
and preliminary superordinate themes 
for Participant 1
Pages 249 -  252 (including cover)
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Subordinate concepts and superordinate themes: Participant 1
• Bereavement reactions o f disbelief
-  b revity  o f  life
-  death  occurred  u n ex p ected ly
-  death  co n sid ered  u n lik e ly
-  sh o ck  and d is b e lie f  o f  even t
-  death o f  ch ild  unnatural
-  search in g  for an sw ers
-  p ro lo n g ed  ex p er ien ce  o f  g r ie f
• Injustice o f losing a loved one
-  a parent’s lo s s  o f  a ch ild  is  w orst
-  in ev ita b ility  o f  death
-  angry at co n tin u in g  w orld
-  in ju stice  o f  lo s in g  a lo v e d  on e
-  unfa irness com p ared  to others
-  d ifficu lt for su rv iv in g  m em bers
-  lo st fa ith  in  G od
-  lo ss  o f  a ch ild  in  a fa m ily
• Loss o f identity as grandparent
-  an ticipating  grandparenthood
-  ch an ge in  status/role
-  b e in g  the grandm other o f  a b o y
-  lo ss  o f  ex p ecta tio n s for a grandson
‘very short’ (21.21)
‘nobody knows what happened’
(2 .2)
‘happens to other people’ (2.21) 
‘can’t believe/hit you’ (26.12) 
‘not natural/before you’ (4.25) 
‘read/news/throw any light’ 
(24.5)
‘upset/long while ago’ (2.21)
‘worst suffering’ (7.30) 
‘something that happens’ (8.7) 
‘as if nothing happened’ (14.20) 
‘people who love/lose’ (24.32) 
‘don’t want their children’ (18.5) 
‘hard/people/left behind’ (21.23) 
‘could have prevented’ (24.25) 
‘had a child in the past’ (26.37)
‘most exciting thing’ (12.23) 
‘was a grandmother’ (27.4) 
‘nice/little boy/family’ (27.22) 
‘hopes and dreams’ (1.26)
Loss offuture aspirations fo r grandson
-  missing grandson in the present ‘little man in my life’ (21.30)
-  missing stages of his development ‘ watching/maturing’ (7.35)
-  missing relationship they would have had ‘would/known him more’ (26.20)
-  positive about not having negative life ‘drugs/alcoholic/unkind’ (21.19)
Comparison with other existing grandchildren/sibling
-  sister’s childhood development
-  sister’s adult development
-  impact on sister
-  birth of second grandson
• Comparison with other losses
-  death of her own baby sister
-  death of husband
-  other mothers of cot death in the media
toddler’ (22.17) 
‘university’ (1.27) 
‘only child’ (11.12) 
‘it was hard’ (12.24)
‘my parents’ lost a child’ (7.38) 
‘being a widow/hardest thing’
(26.15)
‘those poor women’ (8.12)
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Experience o f double grief
-  holding own grief and grief of daughter
-  loss of daughter’s dreams
-  maternal instinct greater
Putting the children first
-  youngsters come first
-  belief grandparent grief less significant
-  remain strong for the sake of others
‘loss of child/own child’ (2.11) 
‘big family’ (3.19)
‘my role as a mother’ (18.10)
‘youngsters’ (16.13) 
‘secondary’ (16.17) 
‘baby/couldn’t’ (15.27)
Feelings o f empathy fo r her daughter's distress
-  impact of daughter’s distress on her ‘animal caught in trap’ (4.16)
-  feeling for her distress ‘suffering’ (6.36)
-  feeling hurt by her grief ‘don’t like/own child suffer’
(7.30)
.-belief daughter’s distress worse ‘much more’ (16.20)
Feelings o f helplessness
-  reluctance to ask daughter
-  wanting to be able to talk to daughter
-  desire to know how her daughter is
-  wanting to share experience with her
-  attempts to reach out to daughter
-  wanting more from her daughter
‘difficult to know if I should’ 
(10.35)
‘wish/I could’ (26.6)
‘say how s ^  felt’ (4.3)
‘like to talk/about all sorts’ (4.8) 
‘want to say/write’ (13.16) 
‘opportunity to say’ (4.3)
Supportive assistance by grandparents offered after event
-  grandmother domestic help ‘cooking/(baby)’ (3.2)
-  grandfather practical help ‘register death’ (15.16)
-  supporting the family ‘ look after/daughter’ (15.18)
Different reactions within family to bereavement
-  h u sb an d ’s desire to  p rotect
-  grandm other n o t w an tin g  to intrude
-  daughter n o t w a n tin g  to  talk
-  grandm other w o u ld  rather talk
-  im p act on  rem ain in g  child /granddaughter
Not feeling adequately involved in process
-  h a v in g  to obta in  d eta ils  from  others
-  n ot b e in g  ab le  to  fin d  out all the deta ils
-  fe e lin g  shut out
-  d esire  to  be in form ed
-  fe e lin g  lik e  an ou tsid er
go over there right away’ (2.6) 
‘time for themselves’ (2.9) 
‘never really spoken about it’ 
(3.23)
‘clear air’ (9.10)
‘(daughter) kept her with her’
(6.15)
‘had to pick things up’ (17.1) 
‘hard not knowing’ (6.35)
‘any business/didn’t tell me’ 
(7.13)
‘would like to have known’ 
(16.31)
‘would feel/intrusive’ (20.4)
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Relationships in grieving process
-  not want to intrude on son-in-law
-  feeling daughter won’t ever talk to her
‘weren’t his parents’ (15.12) 
‘don’t think/will ever’ (4.6)
Social beliefs and values about appropriate behaviour
-  request for c o o k ed  m ea l b y  so n -in -la w
-  ta lk in g  to  daughter
-  n eed in g  to  b e  strong in  front o f  others
-  fe e lin g  g u ilty  for  ‘breaking d o w n ’
-  n ot w an tin g  to  im p o se
-  em barrassed  about gettin g  upset
Range o f support networks
-  em o tio n a lly  supported  b y  husband
-  re lig io u s  co m m itm en t/b e lie fs
-  co m m u n ity  support
-  lack  o f  c o u n se llin g  support
-  church  co m m u n ity
-  h e lp in g  others
-  im portance o f  ta lk in g
-  reassured b y  shared exp er ien ce  o f  others
‘most inappropriate thing’ (3.4) 
‘not the sort of thing you ask’
(3.15)
‘couldn’t/falling apart’ (15.28) 
‘absolutely terrible’ (16.4) 
‘don’t want/mother interfering’
(21.2)
‘didn’t think I would’ (27.39)
‘supported each other’ (7.24)
‘my faith’ (2.16)
‘fflends/sisters’ (9il7)
‘(not) in vogue/those days’ (9.20) 
‘minister and his wife’ (9.22) 
‘volunteer’ (1.9)
‘very healing’ (21.16)
‘not the only one suffered’ (24.8).
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Appendix XV 
Table of superordinate themes for 
Participant 1,2 and 3
Pages 253 -  256 (including cover)
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Table of Superordinate Themes for Participants 1, 2 & 3
PI P2 P3
Sense o f Injustice
-  sh o ck  and  
d isb e lie f
-  anger
-  unnatural
-  search ing  for  
answ ers
-  survivor gu ilt
‘r e a lity /h if  (26.12)
‘(n ot) r ig h f  (14.20) 
‘n ot natural’ (04.25) 
‘th ro w /lig h t’ (24.05)
‘d o n ’t e x p e c t’
(05.01)
‘w hy’ (06.08) 
‘b u ry /ch ild ren ’(1 0 .3 1) 
‘lo o k  b a ck ’ (04.16)
‘still h ere ’ (09.35)
‘h it/brick ’ (25.20)
‘h u rt/g r ie f (18.34) 
‘b u ry /exp ect’(26.39) 
‘d eta ils’ (09.22)
Personal Loss
-  id en tity  as a 
grandm other
-  sp ec ia l b on d / 
relationsh ip
-  lo ss  o f  future 
aspirations
‘I w a s  a
grandm other’ (27.04) 
‘n ic e /b o y /fa m ily ’
(27.22) 
‘little  m a n ’ (21.30)
‘sad /gran d son  ly in g  
th ere’ (18.03) 
‘f le sh  and b lo o d ’
(10.29) 
‘cut d ow n /im p ortan t  
t im e ’ (24.09)
‘another daughter’ 
(19.01)
Prolonged Adjustment
-  h ea lin g  over  tim e
-  m ainta in ing  the  
d ecea sed  in  the  
present
-  relating to others  
in  sim ilar  
situations
‘lo n g  w h ile ’ (28.01) 
‘th in k /ev ery d a y ’
(01.26)
‘n o t the o n ly  o n e ’ 
(24.08)
‘still th ere’ (20.21)
‘n ot th e o n ly  fa m ily ’ 
(13.23)
‘lon gtim e’ (19,07) 
‘garden/her p la c e ’ 
(13.26)
‘m et grandparents/ 
h elp ed  u s ’ (25.33)
Religion
-  anger at G od ‘co u ld  h ave  
p rev en ted ’ (24.25)
- -
Response to
subsequent
grandchildren
-  gu ilt and  
uncertainty
-  b e lie f  n ew  
grandchildren  
b en efic ia l
‘h ard /secon d  
gran d son ’ (12.24)
‘h e lp ed  to  h e a l’
(12.19)
‘w orried /rep lace’
(04.27)
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Limits to social supports
-  n ot so c ia lly  
appropriate to  
p rolon g
-  lim it to  com m u n ity  
support
-  lim it to  
p ro fessio n a l 
support
‘fr ien d s/b u sy ’
(22.03)
‘sh e lv e s  it/ca n ’t 
k eep  ta lk in g ’
(23.12) 
‘so m e p e o p le / cross  
the road’ (23.15)
‘fo o l/c r y in g ’
(22.08)
‘(daughter) priority’ 
(16.14)
Multiple losses
-  m ore than  on e  
grandchild
-  w id o w h o o d ‘hardest th in g ’
(26.15)
‘m ore d if f ic u lt /17 
y ea rs’ (25.31)
-
Overwhelming empathy 
for daughter
-  w orst ex p er ien ce  
for a parent
-  m aternal em p ath y  
for daughter’s 
distress
-  ex p er ien ce  o f  
d ou b le  g r ie f
‘w orst su ffer in g ’
(07.30) 
‘you r c h ild ’ (07.30)
‘ g r iev in g /ch ild / o w n  
c h ild ’ (02.11)
‘n o th in g  w o r se ’
(10.28) 
‘w an t to  m ak e it 
better’ (15.36)
‘m oth er/little  o n e ’ 
(10.36)
‘d o n ’t k n o w  h o w /  
c o p ed ’ (21.02) 
‘h eaven  k n ow s/w h at/ 
lik e  for (m y  
daughter)’ (20.33)
Feelings o f helplessness
-  w an tin g  to  p rotect  
and rescu e
-  uncertainty  h o w  to  
respond
-  d ifficu ltie s  in  
rela tion sh ip
‘w ish /c o u ld ’ (26.06) 
‘d o n ’t k n o w ’
(10.35) 
‘d o n ’t th in k /ever  
sp ea k ’ (04.32)
‘fig h t through  th ick  
and th in ’ (15.33) 
‘c a n ’t a lw a y s/n o t  
that e a s y ’ (15.36) 
‘ev en tu a lly  I 
e x p lo d e d ’ (20.15)
‘b e  w ith  (daughter)’ 
(11.40)
‘certain th in g s/ca n ’t 
sa y ’ (21.09) 
‘go t to  learn to liv e  
her l i f e ’ (18.11)
Putting the children first
-  putting o w n  
fe e lin g s  to  o n e  sid e
-  ch ild ren ’s n eed s  
first
-  rem ain in g  strong  
for others
‘h a v en ’t g o t the  
righ t’ (16.13) 
‘go t to  th in k / 
y o u n g sters’ (16 .13) 
‘co u ld n ’t/b e  fa llin g  
apart’ (15.27)
‘ju st  (had) to  do it ’ 
(05.22) 
‘g o t to  g et her  
th rou gh ’ (17.10) 
‘m oth er/b e th ere’
(16.35)
-
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During the process o f
illness
-  tim e and - ‘m an y  tim e s / ‘sh ip s p a ss in g ’
co m m itm en t (h o sp ita l)’ (07 .25) (12.03)
-  nursing/care - ‘h elp  h im  b ath e’ ‘I c lea n sed  her’
p ro v isio n (18.12) (15.16)
-  sym p ath y  for - ‘sh o u ld n ’t be ‘b le ss  her’
grandchild su ffer in g ’ (08.13) (15.14)
In response to the
event o f death
-  d o m estic  h elp ‘c o o k in g ’ (15.18) ‘iron in g /h elp ed -
(grandm others) p ra ctica lly ’ (07 .29)
-  practical support ‘register the death’ - -
(grandfathers) (15.16)
-  lo o k in g  after ‘lo o k  after (b ab y)/ . ‘every  m orn in g / ‘sat ta lk ing/a ll
fa m ily d aughter’ (15.20) cry in g ’ (05.26) cry in g ’ (08.02)
Involvement in family
grieving process
-  fe e lin g  ex c lu d ed ‘w o u ld  lik e  to  h ave ‘d id n ’t g o /to ld  n ot -
r k n o w n ’ (16.31) to /r e g r e t ’ (18 .37)
-  fe e lin g ‘seco n d a ry ’ (16.17) ‘n o t im m u n e/d o n ’t ‘grandparents
secon d ary to s e e ’ (20 .36) sid e lin ed ’ (27.02)
others
Triangulated
relationship
-  relationsh ip  w ith ‘I ’d lik e  to ta lk ’ ‘turned sou r’ ‘sp o ilt her’
daughter (04.06) (05.33) (18.17)
-  relation sh ip  w ith ‘w e r e n ’t h is ‘s lig h t resen tm en t’ ‘(separated) still in
so n -in -la w p arents’ (15.13) (09.35) con tact’ (02.03)
-  daughter’s ‘very  c lo s e ’ ‘turn to  h u sb an d ’ ‘v o la t ile ’ (01.21)
relationsh ip  w ith (11.31) (16.06)
so n -in -la w
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Appendix XVI 
Master Tables of Major Themes with 
superordinate themes and subordinate concepts
Pages 257 -  259 (including cover)
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Master Tables of Major Themes 
with superordinate themes and subordinate concepts
Major theme: Superordinate themes: Subordinate concepts:
Grandparental
grief
Sense of injustice 1. Shock and disbelief at 
unexpectedness
2. Anger at unfairness of losing a 
child
3. Unnatural order of event
4. Searching for answers
5. Survivor guilt
Personal loss 6. Identity as Grandparent
7. Special bond and relationship
8. Loss of future aspirations
Prolonged Adjustment 9. Healing over time
10. Importance of maintaining the 
deceased child in the present
11. Relating to others in similar 
situations
The role of religion and 
spiritual beliefs
12. Reassurance that grandchild is 
in a better place
13. Anger that God did not prevent
Response to new 
additions to the family '
14. Feelings of guilt and uncertainty 
to newcomers
15. Desire for daughter to have 
more children
Perceived limit to social 
support
16. Not considered appropriate to 
prolong grief
17. Limits to community support
18. Limits to professional support
Major theme: Superordinate themes: Subordinate concepts:
The impact of 
multiple losses
Losing more than one 
grandchild
19. Comparative differences in 
experience
20. Lesser impact of miscarriages 
and stillbirths when an older 
child is also lost
Losing a grandchild and 
a partner
21. Prior to loss of child
22. After loss of child
258
JCY Lam Major Research Project
Major theme: Superordinate themes: Subordinate concepts:
Bereavement 
needs versus 
maternal 
priorities
Overwhelming empathy 
for daughter’s loss
23. Worst experience losing a child
24. Maternal empathy for 
daughter’s distress
25. Double grief
26.
Feeling helpless as a 
mother
27. Wanting to protect and rescue
28. Uncertainty about how to 
respond to daughter’s grief
29. Difficulties in relationship with 
daughter
“The children come first” 30. Putting own feelings to one side
31. Remaining strong for the 
children
Major tbeme: Superordinate tbemes: Subordinate concepts:
The enduring 
support given by 
grandparents
During the process of 
illness
32. Time and commitment given 
3 3. Sharing nursing/care provision 
34. Empathy for grandchild and 
other children with illness
In response to the event 
of loss
35. Domestic role for maternal 
grandmothers
36. Practical assistance by 
grandfathers
Major tbeme: Superordinate themes: Subordinate concepts:
Family dynamics 
in the grieving 
process
Involvement in the 
family grieving process
37. Shared vs. isolated
38. Sympathy and support for other 
family members
39. Feeling secondary to other 
family members
Triangulated
relationships
40. Relationship with daughter
41. Relationship with son-in-law
42. Relationship between daughter 
and son-in-law.
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RESEARCH LOGBOOK
A logbook of the research experience accumulated 
over the three years of the training programme
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Log Book of Research Experience
Research
Skill/Experience
Description of how research 
skill/experience acquired
Date research
skill/experience
acquired
Conduct a literature 
search
I have conducted numerous literature 
searches, throughout the three years 
of my training, using the University 
Library Catalogue and Online 
Database facilities (which include 
access to services such as 
PsychlNFO, OVID, BIDS and 
EBOS). This has been mainly to 
support research in my academic 
work (e.g. essays and case reports), 
as well as furthering my clinical 
knowledge (e.g. clinical reading to 
guide theory-practice links).
Oct.2002 -  
Sept. 2005
-
I also used the Department of Health 
Website to help me research policy 
guidelines and Trust developments in 
the NHS. For example, the 
investigation o f ‘clinical governance’ 
for my Service-related Research 
Project (SRRP).
November 2002
I conducted a thorough literature 
search for Major Research Project 
(MRP) by using keywords such as: 
‘qualitative research’, ‘interpretative 
phenomenological analysis’, 
‘grandparents’, ‘the death of a child’, 
‘family bereavement’ and ‘grief.
June 2004 -  
May 2005
Critically review the 
literature
I presented a brief literature review in 
my SRRP, which (with hindsight) 
could have been more critical of the 
evidence-base, but is limited as a 
critique.
April 2003
I conducted a more critical review of 
the literature base for my MRP, in the 
review of theoretical ideology and 
evidence of clinical practice in 
bereavement support for grandparents, 
after the loss of a child.
May 2005
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Formulate a specific 
research question
For my MRP, I generated general 
ideas of interest, which I wished to 
investigate and chose to conduct a 
study on bereavement. From there, I 
investigated potential topics in this 
area and focused on a specific 
participant group (i.e. grandparents). 
From reading the literature on family 
experience of bereavement, I 
generated specific research questions,
e.g. concerning the experience of 
double grief and the relationship 
between a grandparent and their adult 
child (e.g. the grieving parent).
June 2004 -  
December 2004
Write a brief research 
proposal
A brief research proposal was 
conducted for my SRRP and 
submitted to the University 
department research tutors for 
consideration. The proposal outlined: 
theoretical rationale, objectives, 
design, setting, participants, 
procedure, hypotheses, outcome 
measures, statistical analyses and 
ethical considerations.
December 2002
Write a detailed 
proposal/protocol
For my MRP, I completed a COREC 
form (Central Office for Research 
Ethics Committee) for NHS Ethics. 
However, I found out afterwards that 
the NHS Ethics Committees did not 
require the submission of this form 
due to the study being conducted with 
volunteers in the community as 
opposed to being clinically recruited 
through the NHS organisations.
A detailed research protocol was 
submitted to the University Ethics 
Committee highlighting: the 
theoretical rationale, objectives, 
design, theoretical rationale, 
objectives, design, setting, 
participants, procedure, hypotheses, 
outcome measures, statistical analyses 
and ethical considerations.
February 2004
July 2004
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Obtain appropriate 
supervision/collaboration 
for research
For my SRRP, I had regular 
supervision with my University 
research supervisor and Field 
supervisor to monitor the progress of 
conducting the research. Once data 
was collected, I obtained supervision 
from my University Research Tutor 
on analysing the data (e.g. using 
appropriate statistical analyses).
November 2002 -  
June 2003
For my MRP, I discussed my project 
ad hoc with my field supervisor and 
met with my University Supervisor on 
a regular basis to discuss the progress 
of the research. I made use of a peer 
qualitative study group to help with 
the validity check of my qualitative 
analyses.
June 2004 -  
June 2005
Write a participant 
information sheet and 
consent form
A participant information sheet and 
consent form were written for my 
MRP.
June 2004
Judge ethical issues in 
research and amend 
plans accordingly
For my SRRP, I needed to consider 
the issue of anonymity, confidentiality 
and consent, in terms of the nursing 
staffs feelings o f ‘safety’ in 
expressing their true opinions.
November 2002
For my MRP, I needed to examine the 
ethical considerations of researching 
bereavement, issues of data 
protections (for transcripts and 
audiotapes), as well as consent, 
anonymity and confidentiality.
June 2004
Obtain approval from a 
research ethics 
committee
The Clinical Psychology Department 
at the University gave ethical approval 
for my SRRP to be conducted as an 
audit.
February 2003
Ethical Approval for my MRP was 
granted by the University Ethics 
Committee, after a request for some 
amendments.
January 2005
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Collect data from 
research participants
Statistical data for my SRRP was 
collected through the form of 
questionnaires with Likert scale 
ratings.
Qualitative data for my MRP was 
collected through audio-taped 
interviews, which were transcribed 
into verbal data.
April 2003 -  
May 2003
February 2005 -  
May 2005
Set up a data file A data file was constructed, using 
SPSS, for the statistical data from my 
SRRP.
May 2003
Analyse quantitative 
data
For my SRRP, statistical data was 
analysed quantitatively to produce: 1) 
descriptive data of nursing staffs 
general knowledge, attitude and 
implementation of clinical 
governance; 2) a Spearman’s 
correlation to identify the relationship 
between knowledge, attitude and 
implementation of clinical 
governance; and 3) a Friedman test to 
explore any significant differences 
within participants in their rated 
scores for knowledge, attitude and 
implementation in the 7 pillars of 
Clinical Governance.
June 2003
Analyse qualitative data In the 2"^  year of my training, we 
were asked to conduct a group project 
as a component of our learning in 
qualitative research methods. We 
chose to use Interpretative 
Phenomenological Analysis (IPA) to 
investigate people’s understanding of 
the causes of Schizophrenia.
April 2004
I also used IP A in my MRP to 
investigate the bereavement 
experience of grandparents after the 
loss of a child. I used this method to 
elicit the major themes in the verbal 
accounts of 8 grandparents and to 
reflect on my influence (as the 
researcher) on interpretation and 
analysis.
May 2005
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Summarise results in 
figures/graphs
Results for my SRRP were 
summarised in tables of frequencies 
and mean scores of responses, graph 
of participant descriptive data, and a 
figure of response rates.
Results for my MRP were 
summarised in a table of participant 
demographics, flow chart of 
recruitment process, and tables of 
subordinate, superordinate and master 
themes.
June 2003 
June 2005
Interpret results from 
data analysis
The results from my SRRP were 
interpreted through statistical analysis, 
using SPSS to present the findings of 
mean scores and significant 
correlations.
The results from my MRP were 
analysed using IPA techniques to code 
transcripts of participant interviews 
and then to collate the similarities and 
differences in themes at group-level.
June 2003 
June 2005
Present research 
findings/plans to an 
audience
The results of my SRRP were 
presented to the clinical nursing team ■ 
in an oral presentation with visual aids 
(e.g. overheads and handouts).
The results of my MRP are to be 
presented to volunteer bereavement 
support organisations.
July 2003 
To be arranged
Produce a written report 
on a research project
A 3,000 word report was written for 
my SRRP on clinical governance.
I wrote the methodological section for 
the Qualitative group report.
A 20,000 word thesis was written for 
my MRP on the bereavement 
experience of grandparents.
June 2003 
April 2004 
June 2005
Defend research project 
at an oral examination
I am will be defending the findings of 
my MRP in a Viva Voce presentation 
at the University of Surrey.
September 2005
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Submit research report 
for publication in a 
journal/book
The results of my MRP will be 
submitted for publication in a peer- 
reviewed journal.
To be arranged
Apply research findings 
to clinical practice (give 
examples of 3 papers 
published during your 
training which 
influenced your 
practice).
Barker, P. & Buchannan-Barker, P. 
(2003). Schizophrenia: the ‘not-so- 
nice’ guidelines. Journal o f 
Psychiatric and Mental Health 
Nursing, 10, 372-378.
Huband, N. & Tantam. (2004). 
Repeated self-wounding: Women’s 
recollection of pathways to cutting 
and of the value of different 
interventions. Psychology and 
Psychotherapy: Theory, Research 
and Practice, 77(4), 413-428.
Treasure, J.; Whitaker, W.; Whitney, 
J. & Schmidt, U. (2005). Working 
with families of adults with anorexia 
nervosa. Journal o f Family Therapy, 
158- 170.
August 2003
January 2005
June 2005
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CLINICAL DOSSIER
This section of the portfolio contains a brief overview of 
the experience obtained on six clinical placements and 
summaries of five formal case reports conducted during 
the three years of clinical training.
Placement contracts, supervisor evaluations, clinical 
logbooks and the full versions of the five case reports 
are presented in Volume 2.
All names and other identifiable information have been 
removed to ensure confidentiality is adhered to.
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SUMMARY OF CLINICAL EXPERIENCE
This section of the portfolio contains details of 
experience on six clinical placements, including 
placement details and summary of clinical skills and 
expertise obtained.
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Adult Mental Health Placement Summary 
Placement Details
Dates: October 2002 -  March 2003
Supervisors: Stacia Borenstein & Dr Lisa Sheldon
Setting: South London and St. Georges NHS Trust
Base: West Mitcham Community Mental Health Team (CMHT)
Wandsworth Rehabilitation and Continuing Care Team (Rehab Team)
Summary of experience
This placement was split 3 sessions at each base per week. Clinical work for the 
CMHT consisted mainly of outpatient work with individuals referred from primary 
care services. Opportunities arose to work with presenting problems of anxiety, 
depression, obsessive-compulsive disorder, eating disorders and post-traumatic stress. 
Clinical work for the Rehab team involved in-patient work with individuals with 
severe and enduring mental health problems (namely psychosis). The CMHT 
placement enabled experience of working with a multi-disciplinary team, whilst the 
Rehab placement enabled experience of working with a psychiatric nursing team.
Clinical skills and expertise
Assessment consisted of semi-structured interviews with psychometric measures (i.e. 
Beck Anxiety Inventory and Beck Depression Inventory). Good opportunities arose 
for developing therapeutic engagement skills, understanding patient confidentiality 
and cognitive-behavioural formulation skills. The main model of therapy used in the 
CMHT was cognitive-behavioural interventions for emotional disorders; whilst 
behavioural interventions were used more in the Rehab service (due to limited 
cognitive ability). Clinical work was conducted with individuals from a range of 
ethnic cultural backgrounds, including White British, Black British Caribbean, 
Hungarian and an Albanian Refugee. Training was obtained in the Mental Health Act 
and NHS policies in Working with Vulnerable Adults. A service-related research 
project (audit) was conducted with one clinical nursing team to measure staffs 
knowledge, attitudes and implementation of clinical governance.
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People with Learning Disabilities Placement Summary 
Placement Details
Dates: April 2003 -  September 2003
Supervisors: Dr Heinz Kobler
Setting: Surrey Hampshire Borders NHS Trust
Base: Frimley Community Learning Disabilities Team
Summary of experience
Clinical work consisted of working with adults with mild to severe learning 
disabilities in the community (e.g. in residential homes, day centres and as outpatients 
at the team base). Opportunities arose to work directly with individuals with Autism, 
Aspergers and Down’ s syndrome. Indirect work consisted of working with residential 
and day care staff on behavioural monitoring and the management of challenging 
behaviour. The main psychological models were behavioural (e.g. functional 
analysis) and systemic (e.g. the dynamics between staff and service users).
Clinical skills and expertise
I was able to develop my psychometric assessment skills, using the Wechsler 
Assessment of Intelligence Scale (WAIS-III), Leiter-R, Vineland’s Adaptive Scale, an 
in-house Dementia Assessment, and The Hampshire Assessment of Living with 
Others (HALO), as well as behavioural observation skills. The placement helped 
developed my ability to formulate using a bio-psycho-social model and touched on the 
use of a cognitive-analytical method for formulating the interactive influence of staff- 
resident relationships. I had the opportunity to conduct Life Story work for someone 
with bereavement and loss issues; behavioural work for a mother of a young person 
with Down’s Syndrome; consultation for staff working with a new mother with 
learning disabilities; training for residential staff on caring for someone with 
dementia; and social skills group work for individuals with difficulty recognising and 
communicating emotions. There were good opportunities for debating ethical 
considerations with my supervisor (e.g. child protection and informed consent). 
Additional training included a “working with self-harm” workshop and learning to use 
Makaton (e.g. basic sign language).
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Child and Family Placement Summary
Placement Details
Dates: October 2003 -  March 2004
Supervisors: Dr Olwen Wilson
Setting: Blackwater Valley and Hart PCT
Base: Buryfields Clinic, Guildford.
Summary of experience
In this placement I had the opportunity to work with infants, primary school aged, 
middle-school aged and adolescent children with as à range of developmental, 
emotional and behavioural problems. I conducted individual CBT work with 
adolescent children with emotional disorders, family therapy work with child and 
family (e.g. to facilitate communication and positive family functioning), and indirect 
work with parents (e.g. to assist behavioural management). The service enabled me to 
learn more about service development, care pathways, case management and team 
working dynamics. The main psychological models used were cognitive-behavioural, 
developmental and systemic.
Clinical skills and expertise
In line with the nature of child work, I was able to develop my understanding of Child 
Protection (e.g. risk management). I developed assessment skills for working with 
children (e.g. assessment for Attention Deficit and Hyperactivity Disorder (ADHD), 
the Wechsler Intelligence Scale for Children (WISC-III), and the Wechsler Objective 
Reading Dimensions (WORD). School observation work was conducted in a Nursery 
School, a school for Autistic children and behaviour observation of a 6-year old with 
ADHD. Group work for anxiety management was conducted with six children (aged 
9 -  12). Opportunities arose for me to practice systemic interviewing of child and 
family with other members of the multi-disciplinary team (e.g. being part of a 
reflective team). I also had the opportunity to explore the use of Michael White s 
narrative approach with children, in particular the externalisation of presenting 
problems. The busy nature of the service enabled me to further develop my case 
management skills and looking after self when under pressure (e.g. heavy workload).
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Older People Placement Summary
Placement Details
Dates: April 2004 -  September 2004
Supervisors: Dr Ian Kneebone
Setting: Guildford and Waverly PCT
Base: Clinical Rehabilitation, Famham Hospital.
Summary of experience
The placement was situated in a medical setting for older people who had experienced 
strokes and orthopaedic issues (e.g. amputations). I conducted in-patient work with 
individuals on adjusting to changes in their physical health, appearance, emotional 
well-being and mental health (e.g. anxiety, depression, dementia, mobility). I 
continued out-patient work with a few individuals after they had been discharged. 
The main psychological models included Rational Emotive Behaviour Therapy, 
Cognitive Rehabilitation and Behaviour Modification.
Clinical skills and expertise
Neuropsychological assessment skills were developed using the Cambridge 
Examination of Mental Disorders in the Elderly (CAMDEX), Repeatable Battery for 
the Assessment of Neuropsychological Status (RBANs), Phonological fluency, the 
Hayling and Brixton Tests, and the Behavioural Assessment of Dysexecutive 
Syndrome (BADS). Reflected more on the patient-therapist relationship using 
psychodynamic thinking (e.g. therapeutic alliance, transference, countertransference 
etc.) to further develop my clinical skills. Increased awareness of diversity issues, in 
particular the influence of my cultural ethnicity on therapeutic relationships. 
Opportunity to discuss ethical issues such as patient autonomy/consent in refusing 
treatment, after motivational interviewing. Conducted a reminiscence group at a day 
centre for people with Alzheimer’s disease; gave a psycho-educational presentation 
for staff and clients at a day centre for people with Parkinson’s disease; and a case 
presentation of an elderly lady with tardive anorexia to the Older People’s Special 
Interest Group and the local Eating Disorders Service. Additional training was 
obtained in Dementia Care Matters and Diogenes Syndrome.
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Forensic Neuropsychology Placement Summary 
Placement Details
Dates: October 2004 -  March 2005
Supervisors: Dr Mary Hill & Dr Claire Wilson
Setting: West London Mental Health NHS Trust
Base: Broadmoor Hospital, Crowthome.
Summary of experience
This placement was split between neuropsychological assessments and forensic 
assessments of in-patients in a high security hospital. Due to the nature of the service, 
I was only able to conduct ‘therapeutic’ assessments, as therapeutic work requires 
longer-term input. But I was able to indirectly learn about the clinical use of 
dialectical behaviour therapy (DBT) for self-harming behaviour and CBT for 
Psychosis. Individuals presented with a variety of problems including forensic history 
(e.g. sexual/relationship difficulties, emotional control issues such as anger and 
violence, substance misuse and fire-setting behaviours), personality disorders (e.g. 
antisocial and borderline), and mental health issues (e.g. psychosis).
Clinical skills and expertise
I was able to conduct neuropsychological assessments using WAIS-III, Wechsler 
Memory Scales (WMS), Hooper Visual Organising Test (VOT), Word Fluency, 
Complex Rey Figure and Clock Face drawing. I conducted forensic assessments 
using the Historical Clinical Risk Assessment (HCR-20) to examine risk management 
issues. Substance Misuse Assessment and Arson Assessment (I was not able to 
implement the latter as the client declined). I also had the opportunity to conduct an 
assertiveness group for women in the service. This placement enabled me to further 
develop my learning in systemic organisations and the influence they have on service 
users (e.g. the power dynamics between nursing staff and service users). I presented 
information on “Working with Interpreters” to the Psychology Department. I attended 
the special interest group for Neuropsychology and monthly CPD training in forensic 
psychology.
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Eating Disorders Placement Summary
Placement Details
Dates: April 2005 -  September 2005
Supervisors: Katherine May
Setting: Surrey Borders and Partnership NHS Trust
Base: Landsdown Unit, Famham Hospital.
Summary of experience
This placement provided a tertiary service for adults with eating disorders, such as 
anorexia nervosa and bulimia nervosa. I had the opportunity to work with new 
referrals (e.g. initial team assessments), day patients (e.g. therapeutic support in 
conjunction with an eating programme in the day hospital), and outpatients (e.g. 
motivational interviewing and cognitive behavioural interventions). I also had the 
opportunity to observe a monthly drop-in service for relatives and received 
consultation on the association between substance misuse and eating disorders. The 
service had external supervision with a psychoanalyst who reviewed cases with a 
more psychoanalytical formulation.
Clinical skills and expertise
This placement enabled me to become more self-reflective in my therapeutic skills, 
due to the challenging nature of engaging clients (e.g. using psychodynamic and 
person-centred thinking to consider the therapeutic relationship). I also further 
developed my abilities to make theory-practice links through in-depth discussions in 
supervision. For example, reflecting on the literature of certain treatments, such as 
motivational interviewing for anorexia nervosa and cognitive-behavioural therapy for 
bulimia nervosa, and my implementation of these skills in practice. I also had the 
opportunity to reflect on the influence of family systems and team dynamics as 
maintaining and protective factors of eating disordered behaviours. I was able to 
attend a 2-day workshop for training in cognitive-behavioural therapy for personality 
disorders. One of my clients was a British-born South Indian who struggled with the 
cultural divide between her ethnic origin and her ‘nationality’; which enhanced my 
self-reflections of my own cultural experience (e.g. as British-born Chinese).
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SUMMARY OF CASE REPORTS
This section of the portfolio contains summaries of the 
five case reports conducted on clinical placement.
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Adult Mental Health Case Report Summary
Assessment and Treatment of a 38-year-old man with 
Social Phobia and Specific Phobia, in a Community Mental Health Service
Reason for referral
Mr Andrews (aged 38) was referred to the Community Mental Health Team, by his 
General Practitioner for assessment and treatment of anxiety.
Assessment
Mr Andrews was assessed in two sessions, using a semi-structured interview. No 
outcome measures were used in the initial assessment, due to an oversight by the 
assessors.
Presenting Problems
The assessment showed that Mr Andrews experienced symptoms of anxiety and panic 
when travelling on transport (e.g. bus, car or train). He also had anxiety attacks when 
in out shopping (e.g. in crowded places and when paying for items) and was hyper 
vigilant about eating in front of others (e.g. fear of choking). Mr Andrews also had a 
diagnosis of bi-polar affective disorder with a history of five hospital admissions. As 
result of Mr Andrews presenting difficulties, he was beginning show symptoms of 
phobic avoidance due to fears of “making a fool” of himself.
Formulation
Mr Andrews’ presentation met the DSM-IV criteria for social phobia due to his 
avoidance of anxiety-provoking situations and fears of negative evaluation. This 
appeared to be maintained by his feelings of inferiority, in light of his past experiences 
of mental illness (e.g. fears of having another breakdown in front of others and 
perceived threat of stigmatisation). Mr Andrews also had specific phobia in relation 
to his anxiety regarding travelling in cars and fears of choking. This appeared to be 
maintained by his negative interpretation of harm to his physical well-being.
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Intervention
Mr Andrews was seen for 10 treatment sessions. Intervention incorporated anxiety 
management training, which included psycho-education about physical responses to 
fear, progressive muscular relaxation and breathing techniques, distraction techniques 
and positive self-talk. An anxiety diary was used to monitor progress. Cognitive 
interventions were used to address Mr Andrews’ negative beliefs and fears of negative 
social evaluation and fears of stigmatisation (e.g. exploring the evidence for and 
against these beliefs, reality checking, and examining the worst case scenario). Mr 
Andrews declined therapist-directed in vivo behavioural exposure and chose to use 
self-directed behavioural exposure instead (e.g. using graded practice targets).
Outcome
Outcome measures using the Beck Anxiety Inventory were used in the middle and at 
the end of treatment (no measures were used at the beginning of treatment as 
mentioned earlier). Mr Andrews showed mild-moderate symptoms at both times. By 
the end of treatment, Mr Andrews was aware that much of his phobic avoidance was 
due to his fears of being re-hospitalised, due to another breakdown or others 
misinterpreting his behaviour as manic. A change in behaviour was observed, as he 
became more confident in being able to sit in cars and go shopping. However, his 
anxiety on buses remained high.
Critique
Mr Andrews difficulties appear to be long-standing and it is likely that he will be re­
referred to the service, as short-term therapy was not sufficient to address his 
multitude of presenting problems. The ethical dilemma was that Mr Andrews 
declined and did not consent to therapist-directed in vivo behaviour therapy, which he 
could have benefited from (e.g. regarding going on buses). However, his avoidance 
enabled this to be maintained.
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People with Learning Disabilities Case Report Summary
An extended assessment of a 57-year-old lady who is being evicted from her 
residential home, as a result of behavioural problems
Reason for referral
Kate, a 57-year old lady with borderline/mild learning disabilities, was referred to the 
Community Learning Disabilities Team by the Challenging Behaviour Service (CBS). 
She had been given eviction notice from her residential home and the CBS requested a 
thorough assessment of her functional abilities.
Presenting Problems
Kate had a history of behavioural problems (e.g. aggressive outbursts and antisocial 
behaviour such as taking other people’s money). Residential staff reported feeling 
emotionally drained by her behaviour and were fearful of the potential risk she posed 
to them and other residents in the house. As a result they had given Kate her eviction 
notice.
Extended Assessment
An extended assessment was conducted with Kate over a period of eleven sessions, 
using interviews with Kate and with residential staff, Dagnan and Chadwick’s 
assessment of cognitive-emotional ability, assessment of theory of mind (e.g. the 
Smarties tube test) and psychometric assessments (e.g. WAIS-III, Leiter-R, 
Vineland’s Adaptive Behavior Scales and Test for the Recognition of Grammar 
(TROG).
Results of Psychometric Assessment
The cognitive-emotional assessment showed although Kate was able to identify and 
recognise emotions in others and the assessment of theory of mind showed that she 
was able to decentre herself from her own point of view and consider that of others. 
However, she appeared to have difficulty understanding the consequences of her own 
emotional behaviours on others and it was evident that she often made guesses about 
why individuals may behave a certain way (e.g. “She’s singing because she’s a nun”).
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The results of the WAIS-III suggested that Kate has a severe intellectual impairment, 
as her IQ was below 55. The results of the Leiter-R showed that Kate had difficulty 
maintaining attention and comprehending abstract tasks. She showed a deficit in 
cognitively processing fragmented parts, suggesting fragmented and disorganised 
perception. The Vineland’s adaptive behaviour scales (rated by her carers) suggested 
that she has above average ability in daily functioning, where her strength was 
reported to be in daily living skills and her weakness in socialisation skills. The 
TROG showed that Kate was only able to follow short simple and concrete verbal 
statements. -
Formulation
Kate was anxious about her eviction notice and it was evident that she was feeling 
abandoned/rejected by others (in her past and present). The results of the interviews 
with Kate and with staff showed that their relationship was taut with frustration (e.g. 
Kate felt that people did not like her and staff were overwhelmed by Kate’s 
misbehaviour). It was evident from the psychometric assessment results that 
residential staff were overestimating Kate’s functional abilities, which was influencing 
their expectations of her and contributing to staff bum out, as they could not 
understand why Kate was not behaving appropriately. Her antisocial behaviour 
appeared to be learnt behaviours from being institutionalised at a young age (e.g. the 
cultural norm of ‘survival’). It was also noted that staffs responses to Kate’s 
emotional outbursts were reinforcing and maintaining her negative behaviours, due to 
the attention given to her, which was not being given when she was behaving 
appropriately (i.e. due to staffs perception of her being able to look after herself and 
leaving her to her own devices).
Outcome
The extended assessment showed although Kate had high levels of adaptive 
functioning skills in daily living, she exhibited severe intellectual impairments. A 
suggestion for potential interventions included reinforcing desirable behaviours 
through positive interpersonal relationships, as feeling “valued” was a protective 
factor in encouraging more positive behaviours in Kate. Recommendations for further 
1:1 for social skills training were also made.
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Critique
Residential staff were guarded and defensive during the assessment and, as a rapport 
developed between Kate and her assessor, it became increasingly difficult to remain 
neutral and non-judgmental (e.g. not taking sides) -  particularly as both parities 
appeared to being seeking an alliance in their negative views towards each other. 
Clinical supervision helped manage these projected emotions better. The 
psychometric assessments were limited in their ecological validity, in light of Kate’s 
conflicting presentations of functional and intellectual ability.
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Child and Family Case Report Summary
Treatment of an 11-year-old girl with separation anxiety, obsessive-compulsive disorder 
and an imaginary friend -  using cognitive, behavioural and narrative techniques
Reason for referral
Helen B. (aged 11) was referred to the Child and Family service, by his G.P. for help 
with separation anxiety from her mother.
Assessment
Helen and her mother (Mrs B.) were assessed together, using a semi-structured 
interview to screen for Helen’s suitability to attend a group for anxiety. She was 
deemed not suitable for group work, due to the complexity of her difficulties. Helen 
and her mother were seen for a further assessment session to clarify what treatment 
would be suitable. In this session Helen and her mother were also seen individually to 
enable both parties to speak more freely about their concerns.
Presenting Problems
Helen presented with reoccurring intrusive thoughts of impending harm occurring to 
herself and to others, which influenced her fears of being separated from her mother. 
These negative intrusive thoughts manifested into the voice of an imaginary friend 
who presented Helen with conflicting ideas (e.g. “I love you. Mummy... No I don’t. I 
hope you die”). Often Helen would be extremely distressed by this type of behaviour 
and state that it was her imaginary friend who was responsible for saying this. Helen 
and her mother reported that these intrusive thoughts and fears had resulted in 
compulsive checking behaviour (e.g. urges to repeatedly seek reassurance from her 
mother and repeatedly check her safety).
Formulation
Helen displayed symptoms in line with the DSM-IV criteria for separation anxiety 
(e.g. persistent worrying about harm coming to her mother and untoward events 
happening to herself, such as being kidnapped, leading to a reluctance to be separated 
from Mrs B.). The precipitating factor appeared to be the death of her maternal
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grandmother two years previously who had been Helen’s main care-giver whilst her 
mother was at work. The development of her imaginary companion may have been a 
sub-conscious defence mechanism to protect and keep her company in her mother’s 
absence. The assessors contemplated whether Helen may experiencing childhood 
psychosis, but the way she described her imaginary companion as rnanifesting as a 
result of reoccurring intrusive thoughts suggested that this may have been her means 
of trying to understand what was happening to her. In conjunction with the repetitive 
compulsive behaviours of seeking reassurance and ensuring safety in the environment, 
a diagnosis of obsessive-compulsive disorder (OCD) was given due to Helen’s 
attempts to neutralise her anxiety/distress through repetitive behaviours. It became 
apparent that Helen’s symptoms of OCD and separation anxiety were maintaining and 
reinforcing her thoughts and behaviours.
Additional Investigations
Psychometric measures were used to investigate the severity of Helen’s OCD 
symptoms. The Children’s Yale-Brown Obsessive Compulsive Scale showed that 
Helen experiences moderate OCD that caused distress and functional impairment, 
whilst the Children’s Obsessional Compulsive Inventory showed that Helen had 
significant impairment in obsessive thoughts, but not with compulsive behaviours. 
Therefore it was agreed that Helen’s OCD were not severe enough to warrant 
medication.
Intervention
A cognitive-behavioural approach with narrative elements was used to address 
Helen’s OCD (e.g. cognitive resistance for compulsive behaviours, response 
prevention and exploring ways to ignore her imaginary companion), whilst anxiety 
management and cognitive-behavioural strategies for avoidance were used to address 
her separation anxiety (e.g. relaxation and distraction techniques, experimental 
behavioural tasks). Initially it was agreed that Helen and her mother would be seen 
separately, however Helen was reluctant for this to happen and she did not want other 
members of her family to be involved.
282
JCY Lam _______________________  Child and Family Case Report Summary
Outcome
Helen and her mother attended 3 treatment sessions, before disengaging. Both Helen 
and her mother came to a follow-up appointment, where Helen reported that her 
imaginary companion no longer visited her and that she no longer had any worries. 
Mrs B. reported that she had observed a noticeable change in her daughter’s attitude 
and behaviour (e.g. more relaxed and not so distressed). Helen reported that one of 
the reasons she disengaged was because she was concerned about missing school and 
about what her school friends might be thinking regarding her frequent absence.
Critique
The co-morbidity of separation anxiety and OCD was not straightforward to treat, as 
two treatment plans needed to be implemented. This may have been overwhelming 
for Helen and a gentler approach may have been better. It was also possible that the 
idea of ‘getting rid o f her imaginary companion was too frightening for her and she 
did not want to engage in treatment that would result in this. It is also likely that the 
presence of three adults (e.g. two therapists and her mother) during sessions may have 
been too daunting.
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Older People Case Report Summary
The use of cognitive techniques and motivational interviev^ing with 
an 87-year-old lady who has a fear of falling
Reason for referral
Mrs Brown (aged 87) was referred, by her GP, to the Clinical Rehabilitation service 
for help with walking mobility. The medical consultant did not feel that Mrs Brown’s 
symptoms were the result of physical deterioration (i.e. she did not meet the diagnosis 
for Parkinson’s disease) and he queried whether her difficulties were 
“psychosomatic”. Therefore, Mrs Brown’s physiotherapist requested psychological 
treatment for Mrs Brown’s fear of falling.
Assessment
Mrs Brown was seen for two assessment sessions. Information regarding Mrs 
Brown’s difficulties were also obtained form interviewing her daughter and her 
physiotherapist (with Mrs Brown’s consent). Mrs Brown was asked if she would be 
willing for her daughter to be involved in treatment planning and she agreed. Mrs 
Brown had difficulty using rating scales to express her levels of anxiety.
Presenting Problems
Mrs Brown was reported to have good mobility skills (e.g. good balance and gait). 
However, due to the occurrence of two previous falls, she had become increasingly 
reluctant to walk independently (e.g. she walked with a stick, held onto someone or 
was pushed around in a wheelchair). She was also becoming more and more 
dependent on her daughter for assistance. Mrs Brown’s physiotherapist reported that 
Mrs Brown tended to have ‘controlled’ falls in physiotherapy sessions. For example, 
she would say “I’m going to fall” and would then be observed to lower herself to the 
floor and remain there until someone came to help her.
Formulation
Mrs Brown had clearly been distressed by her previous falls and had lost confidence 
and self-esteem in her functional ability. She was exhibiting avoidance behaviour.
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which was reinforced by her safety-seeking behaviour (e.g. being pushed around in 
the wheelchair rather than walking). It was also evident that Mrs Brown’s help- 
seeking behaviour and the help-giving behaviour of others (e.g. her daughter and 
nursing staff) was preventing her form doing things for herself.
Intervention
A falls reduction model was used to acknowledge Mrs Brown’s fears, provide psycho­
education of the risks of reduced walking (e.g. reduced muscle strength), provide 
strategies for anxiety management, and motivational interviewing (e.g. exploring the 
pros and cons of taking the risk of walking). The aim was to enable Mrs Brown to 
consider the risk of a ‘reduction’ in falls, as opposed to ‘prevention’. A cognitive- 
behavioural approach was used to address her negative beliefs about walking. 
Continued physiotherapy support helped enhance skills of maintaining mobility and 
how to get up off the floor after a fall.
Outcome
The results of motivational interviewing showed that Mrs Brown felt strongly about 
the advantages of feeling safe. Unfortunately Mrs Brown experienced another fall 
after our third session, which left her shaken and reluctant to attempt walking. 
Therefore, she chose to maintain avoidance of walking and became highly dependent 
on being pushed around in a wheelchair. Mrs Brown discontinued treatment. It was 
felt that her fears were “too much” for her and that she was not ready to undergo a 
behavioural treatment programme. Her dependency on others to do things for her 
made it difficult to break the reinforcing cycle of help-seeking/help-giving behaviour.
Critique
Mrs Brown’s difficulties were exacerbated by her avoidant and dependent behaviours, 
which were difficult to address in short-term therapy. She may have benefited from 
longer-term psychodynamic therapy to explore these behaviours more (e.g. in 
relations to attachment issues). Mrs Brown’s aversion to therapy may have been 
escalated by her on-going physiotherapy sessions (e.g. she may not have been 
mentally prepared for the physical challenged that confronted her). As her therapist, it 
was difficult to accept her decision not to continue treatment.
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Forensic Case Report Summary
The process of attempting to conduct an assertiveness group for women 
in a high security psychiatric hospital
Reason for referral
Six women were referred for assertiveness training, by the Responsible Medical 
Officer (RMO), due to perceived difficulties in interpersonal relationships amongst 
patients on the ward.
Assessment
The six women were seen individually to screen for their suitability to attend the 
group (e.g. using a semi-structured interview to explore the women’s own perceptions 
of their strengths and needs in assertive behaviour, what they found helpful in 
previous interventions, and what potential difficulties they could foresee occurring in 
the current group). Four of the six women agreed to attend, one declined assessment 
and another declined to attend the group due to concerns about her negative 
relationship with one of the other group members. ^
Presenting Problems
The four women had presenting problems of forensic history (e.g. dangerous and 
aggressive behaviour), personality disorders (namely antisocial and borderline 
personality disorders, with potential risk of harm to others and themselves) and co- 
morbid mental illness (e.g. psychosis and emotional instability). The assessment 
showed that the four women had difficulty positively relating to their peers and 
members of nursing staff, due to difficulties with social communication (e.g. 
aggressive and passive aggressive ways of interacting).
Formulation
The reported interpersonal dynamics suggested that the women referred to the group 
had a tendency to be aggressive towards others (e.g. ‘bullying’), but could also be the 
‘victim’ of bullying on the ward. This cycle of bully-victim is reinforced by the 
women’s difficulties in being assertive without being aggressive or submissive. It was
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noted that this behaviour is cultural to the environmental context of high security 
psychiatric hospitals, e.g. aggression is a means of “survival” in a high-risk dangerous 
environment and passive behaviour is a response to wanting to be liked by others. 
The women also reported that they had difficulty feeling assertive in their interactions 
with nursing staff, as they did not want to be' misinterpreted as non-compliant 
behaviour.
Intervention
The aim of the intervention was to empower the women with appropriate assertiveness 
skills to enable them to communicate their needs without getting into trouble with 
their peers or nursing staff (e.g. due to aggressive behaviour). The women were 
taught assertiveness skills and social communication skills to help them problem-solve 
everyday interpersonal difficulties (e.g. how to make requests of staff and how to say 
‘no’ to friends). An assertiveness questionnaire was used for outcome measures.
Outcome
The group began with only two of the women, as the other two were being nursed in 
isolation, due to behavioural incidents and threats of harm to others. As there were 
only two group members, the facilitators considering adapting the group model to the 
principles of “pair work”, after they found out the other two members would not be 
joining the group. Unfortunately, before this could occur, one of the two members 
dropped out as a result of deterioration in mental health. Therefore, the group 
changed from pair work to individual work.
Critique
The reality of having a conflict-free group in a high security hospital was difficult and 
drop-out rates are high (e.g. due to high occurrence of behavioural incidents and 
deterioration in mental health). The power dynamic between staff and patients meant 
it was difficult for the women in the group to feel empowered in a disempowering 
environment. The nursing staffs fear of their patient’s aggressive potential meant that 
staff were guarded in their interactions with the women (a survival mechanism for 
staff). This cycle meant that it was difficult for positive assertive behaviour to be 
modelled in the women’s living environment.
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